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INTRODUCTION 

This  is  the  third  edition  of  "Tuberculosis  Control  Information", 
previous  editions  having  been  issued  in  1967  and  1972.   The  content 
is  somewhat  different  this  time  in  that  it  incorporates  what  was 
previously  dealt  with  on  the  subject  of  tuberculosis  in  the  "Public 
Health  Nursing  Manual". 

As  there  are  no  present  plans  to  revise  this  latter  publication, 
the  present  edition  is  intended  to  serve  as  an  up-to-date  resource 
for  health  department  personnel  who  are  involved  in  the  day  to  day 
operations  of  tuberculosis  control  programs  in  North  Carolina. 


The  Present  Tuberculosis  Control  Situation 

There  is  no  question  about  the  present  armamentarium  of  anti- 
tuberculosis drugs  being  a  formidable  one.   There  are  five  first  line 
and  six  or  seven  secondary  ones  available.   Of  these,  isoniazid  and 
rifampin  are  considered  to  be  bactericidal  in  action  and  all  are 
bacteriostatic  in  variable  degree.  All  have  side  effects  of  one  kind 
or  another  but  most  are  relatively  free  in  the  usual  therapeutic 
dosages  employed  in  treatment. 

How  has  the  development  of  these  highly  specific  anti-tuberculosis 
drugs  affected  management  of  tuberculosis  compared  to  the  situation  prior 
to  their  advent?  In  a  word,  revolutionary.  Present  realizations  are 
that  in  at  least  nine  out  of  ten  cases,  the  response  to  an  adequate 
course  of  treatment  is  highly  effective  and  lasting.   Infectiousness  is 
largely  confined  to  the  period  preceding  diagnosis  and  rapidly  declines 
after  an  adequate  course  of  chemotherapy  is  initiated.  For  close  contacts, 
preventive  treatment  with  isoniazid  is  effective. 

Attitudes  about  the  disease  and  ways  to  manage  it  can  and  ought 
to  be  changed.   In  many  ways  they  have  already  changed.  Further  changes 
are  in  store,  for  example,  home  treatment  in  suitable  cases  and  while 
back  on  the  job  as  well.  More  advanced  or  complicated  cases  can  be 
discharged  from  hospital  sooner  to  continue  their  treatment  at  home. 

Successful  treatment  requires  optimum  patient  cooperation.  Should 
this  be  less  than  optimal  and  the  patient  fail  to  adhere  to  the  treatment 
schedule  for  the  required  length  of  time,  he  runs  the  risk  of  relapsing 
into  infectiousness,  thereby  undermining  his  own  recovery  and  posing 
a  new  risk  of  infection  to  others.  Hospitalization  to  ensure  ingestion 
of  drugs  is,  however,  uneconomical. 


It  is  time  to  put  out-patient  resources  wholeheartedly  behind  the 
tuberculosis  patient  in  his  time  of  temporary  difficulty  and  plan  for 
the  major  part  of  his  treatment  to  take  place  at  home.   This  imposes 
special  responsibility  on  out-patient  services.   These  must  be 
available  and  efficient. 

With  these  points  in  mind,  the  information  that  follows  in  this 
booklet  is  presented  with  the  objective  of  strengthening  management 
procedures  for  the  tuberculosis  patient  whose  treatment  is  increasingly 
taking  place  out  of  the  hospital;  his  or  her  contacts;  and  others  who 
may  be  infected  and  for  whom  preventive  treatment  may  be  desirable. 
Much  relevant  information  is  contained  in  the  recent  1974  edition  of 
"Diagnostic  Standards  and  Classification  of  Tuberculosis  and  Other 
Mycobacterial  Diseases",  published  by  the  American  Lung  Association. 
This  publication  should  be  available  as  a  companion  to  the  present 
booklet. 


TUBERCULOSIS  CONTROL 
From  the  Public  Health  Nursing  Point  of  View 

Objective 

Reduce  the  opportunities  for  the  spread  of  tuberculosis. 

Need  for  Medically  Approved  Policies  and  Procedures 

Emphasis  is  placed  on  the  importance  of  having  up-to-date,  written 
local  medical  directions  which  serve  as  policies  and  procedures  in 
tuberculosis  control.  Staff  members  may  then  determine  if  they  need 
additional  resource  materials,  some  of  which  are  listed  in  the  bibli- 
ography at  the  end  of  this  chapter.   However,  in  the  absence  of  existing 
policies  and  procedures,  the  following  suggestions  may  be  of  help.   In 
any  event,  patients  should  be  considered  on  an  individual  basis. 

Basic  Information  for  Planning  Activities  and  Casefinding 

1.  Up-to-date  scientific  information  about  the  epidemiology  of  tubercu- 
losis as  a  disease,  control  measures,  including  current  local  and 
State  recommendations,  epidemiological  procedures  and  treatment 
policies. 

2.  Current  classification  of  the  disease.  "Diagnostic  Standards  and 
Classification  of  Tuberculosis  and  Other  Mycobacterial  Diseases", 
revised  1974-,  is  available  through  local  Lung  Associations. 

3-   Knowledge  of  the  problem  in  the  community  and  State  (refer  to  most 
recent  morbidity  statistics  reports). 

4.   Purpose  and  use  of  the  Tuberculosis  Register. 

5-   Medical  services  available  to  patients,  including  current  policies 
and  regulations  at  hospitals  accepting  tuberculosis  patients  and 
through  local  chest  clinics. 

6.  Social  and  rehabilitative  resources  available  to  patients  and 
families  in  need  of  such  assistance. 

7.  Appropriate  health  education  approaches  and  techniques  necessary  for 
community  action  in  tuberculosis  control. 

Nursing  Priorities 

It  is  recommended  that  (l)  cases  on  drugs  who  have  a  hypersensitivity  to 
their  drugs,  (2)  unhospitalized  drug  resistant  cases,  and  (3)  unhospitalized 
communicable  cases  should  receive  top  priority  attention,  followed  by, 
(4.)  close  contact  identification  and  investigation,  and  (5)  drug  monitoring. 

Case  Management 

1.   Facilitate  prompt  medical  evaluation,  including  need  for  hospitalization 
and/or  any  other  medical  directions. 


2.  Teach  patient  and  family  the  implications  of  the  diagnosis  and  the 
advantages  of  possible  hospitalization  in  certain  cases. 

3.  Teach  communicable  aspects  of  the  disease  and  necessary  precautionary 
measures,  based  on  needs  related  to  the  individual  home  situation. 
See  Precautionary  Measures,  page  22.   (The  presence  of  infants  and 
young  children  in  the  home  is  of  considerable  importance.) 

J+.     Explain  and  assist  in  securing  hospital  admission  when  indicated, 
clothing  and  personal  needs,  and  explain  hospital  policies. 

5.  Explain  and  assist  in  use  of  financial  and  social  resources  when 
needed. 

6.  Record  epidemiological  information  and  channel  to  appropriate  medical 
and  nursing  personnel  and  register. 

7.  Help  prepare  family  for  patient's  discharge  from  the  hospitalo 

8.  Assist  both  patient  and  family  in  adjustment  or  readjustment  to  home, 
job,  and  community,  including  rehabilitation,  if  indicated. 

9.  Make  home  visits  to  patient  and/or  family  often  enough  to  ensure 
understanding  and  cooperation  in  continuing  chemotherapy  and 
follow-up  examinations  as  long  as  medically  recommended . 

10.  Sputum  examinations  are  recommended  by  chest  clinician  or  attending 
physician  as  needed.  See  page  37. 

11.  Frequency  of  medical  follow-up  is  determined  by  the  attending 
physician.  The  hospital  discharge  summary  or  clinical  record  usually 
provides  specific  recommendations  for  immediate  follow-up  care.   If 
not,  write  or  call  the  physician  who  treated  the  patient  to  obtain 
orders.  Delinquent  cases  should  be  discussed  with  the  physician 
without  fail  and  repeated  efforts  made  to  carry  out  the  doctor's 
orders. 

12.  The  matter  of  discontinuing  home  nursing  visits  to  tuberculosis 
patients  should  be  made  on  an  individual  patient  basis,  according 
to  need.   Only  the  attending  nurse  and/or  her  supervisor  can  make 
this  determination. 

Interagency  Tuberculosis  Nursing  Report 

The  INTERAGENCY  TUBERCULOSIS  NURSING  REPORT  should  be  sent  to  the 
Specialty  Hospital  within  11,   days  after  the  patient's  admission, 
if  possible.   This  form  contains  information  on  the  patient  and  his 
contacts,  which  provides  better  communication  between  local  public 
health  nurses,  hospital  nurses  and  other  hospital  personnel.  The 
hospital  thus  receives  pertinent  information  which  may  be  a  key 
factor  in  helping  the  patient  to  better  hospital  adjustment,  may 
help  in  the  understanding  and  resolving  of  back-home  problems  — 
family,  financial,  emotional  and  others,  all  of  which  may  greatly 
influence  the  patient's  progress,  discharge  and  rehabilitation.  See 
copies  on  pages  5  and  6.  Supplies  of  this  form  and  a  guide  for  using 
it  are  available  from  the  Mail  Room,  North  Carolina  Division  of 
Health  Services o 


From: 


Patient 


Address :  Street, 
City 


Vocation : 


NORTH  CAROLINA  DEPARTMENT  OF  HUMAN  RESOURCES 
DIVISION  OF  HEALTH  SERVICES 

INTERAGENCY  TUBERCULOSIS  NURSING  REPORT 

To: 


(Agency) 


Birthdate 


(Agency) 
Race       Sex       SMWD  SEP 


_County_ 


Educational  Level 


Employment  Status, 


*  Household  Members: 
Name 


Relationship   Date    Examination 


#* 


Result 


*  Close  Contacts  other  than  household : 

Name  Age    Relationship   Date 


Examination 


** 


Result 


Current  Home  Situation: 


If  at  all  possible,  this  report  should  be  sent  to  the  hospital  within  14  days  after 
admission  even  though  information  called  for  under  5°  and  6.  may  not  be  complete.  If 
more  space  is  needed  under  5-   and  6.,  please  continue  on  additional  sheet. 


Specify  skin  test  and  result  and/or  X-ray  findings. 


5a 
8.  Resources  for  care  after  hospitalization: 


9.  Other  services  assisting  family  or  patient  including  financial  or  medical  benefits: 


10.  Have  provisions  been  made  to  meet  the  needs  of  family  during  absence  of  patient? 
Source  of  income? 


11.  Significant  health  factors:   (To  include  source  case  (where  known) ,  alcoholism,  drug 
addiction) . 


12.  Family  Physician: 
Address : 


REMARKS  OR  RECOMMENDATIONS: 


Signed :___ Date. 

Public  Health  Nurse 


DHS    Form   PfttQ.      Rpv  .    Q/7R 


NORTH  CAROLINA  DEPARTMENT  OF  HUMAN  RESOURCES 
DIVISION  OF  HEALTH  SERVICES 

Guide  for  Using  Revised 

INTERAGENCY  TUBERCULOSIS  NURSING  REPORT 

PURPOSE :  To  encourage  and  facilitate  communi cations  from  local  public  health 
nurses  to  tuberculosis  hospital  nurses  in  providing  comprehensive 
patient  care. 

OBJECTIVES: 

1.  To  help  identify  the  patient's  individual  problems  and  needs. 

2.  To  share  information  regarding  socio-economic  and  family  problems. 

3.  To  share  information  useful  to  the  hospital  physicians,  social 
services  workers,  chaplains,  and  vocational  rehabilitation  officers. 

4.  To  share  information  regarding  home  situations  relative  to  the 
patient's  discharge  and  necessary  follow-up  care. 

5.  To  contribute  in  any  other  way  toward  the  patient's  recovery, 
rehabilitation,  and  normal  life. 

INITIATED  BY:  Local  public  health  nurse. 

INSTRUCTIONS: 

General 


1.  This  record  should  be  initiated  and  completed  by  the  nurse  most 
knowledgeable  about  the  patient  and  family  and  mailed  to  the  medical 
director  of  the  hospital  where  the  patient  is  receiving  treatment 
(Chest  Hospital,  VA  or  other  hospital)  no  later  than  14  days  after 
patient's  admission  if  possible. 

2.  This  information  is  considered  confidential,  will  be  placed  in  the 
patient's  hospital  record,  and  should  be  frank  and  objective. 

3.  A  copy  may  be  kept  at  local  health  department  if  desired. 
Specific 

Item  1.   Insert  name  of  health  department  initiating  report  To:  Name  of  Facility. 

Item  2.   Patient's  name:  Surname  first,  first,  middle  and  maiden  name. 

Item  4.   Indicate  any  significant  occupational  history;  such  as,  stone  cutter 
in  quarry  or  work  in  cotton  mill.  Indicate  grade  completed,  if  known. 
Indicate  if  employed  when  illness  occurred. 

Item  5.   It  is  important  to  give  the  date  and  type  of  examination,  i.e.,  type  of 
skin  test,  size  of  reaction  or  grade  and/or  X-ray  findings,  if  possible. 

Item  6.   Often  work  and  social  associates  may  have  had  as  much  or  greater  exposure 
than  household  members  and  should  be  examined. 


6a 


Item  7.   Current  home  situation;  Describe  living  conditions  --  crowded,  dirty 
or  clean,  modern  conveniences  cr  lack  of,  nutritional  status,  potential 
resourcefulness  and  motivation  in  solving  own  problems,  ability  to  adjust 
to  and  accept  present  situation,  will  (or  will  not)  need  much  supervision 
and  encouragement,  responsible  person  in  home,  cultural  factors,  attitude 
toward  patient  and  his/her  illness. 

Item  8.   Resources  for  care  after  hospitalization:  such  as,  patient  has  no 
permanent  home,  will  probably  live  alone,  may  live  with  family  or 
relatives,  patient  or  family  probably  will  (or  will  not)  see  that  drugs 
are  secured  and  adequately  administered  along  with  recommended 
post-hospital  medical  supervision.  Transportation  may  be  a  big  problem. 

Item  9.   Other  services  assisting  family  or  patient  including  financial  or 
medical  benefits:  such  as,  veteran's  benefits,  retirement  benefits, 
social  services  assistance,  Medicare,  disability  insurance,  vocational 
rehabilitation  benefits  --  none  or  some  of  these  might  be  available. 

Item  10.  Have  provisions  been  made  to  meet  the  needs  of  family  during  absence 
of  patient?  Source  of  income?  such  as,  social  services  assistance 
anticipated,  applied  for  or  rejected,  wife  works,  family  will  move  to 
home  of  relatives,  family  faces  a  financial  crisis  or  no  problem  exists. 

Item  11.  Significant  health  factors:  such  as,  persons  living  in  home  with 

illnesses/conditions,  i.e.,  mentally  retarded,  inactive  tuberculosis, 
invalids,  drug  addicts,  alcoholics,  diabetics,  or  other  including  the 
patient. 

Remarks  or  recommendations: 

This  additional  space  may  be  used  for  any  information  or  recommendations 
not  included  above  which  might  influence  the  hospitalized  patient  such 
as  a  mother  abandoning  her  children,  unfaithfulness  of  a  marital  partner 
or  other  crisis  influencing  the  patient  or  family.  This  report  may  be 
used  when  the  nurse  wishes  to  send  concurrent  supplementary  reports. 


TB  Instructions  for  Using  DHS  Form  2039 
Rev.  9/75 


Close  Contact  Identification,  Evaluation  and  Supervision 

The  nurse  has  the  all  important  responsibility  to  carefully  identify  and 
thoroughly  investigate  close  contacts  (those  members  of  the  immediate 
household  of  a  newly  diagnosed  case  of  tuberculosis  or  reactivated  case 
and  all  intimate  extra  household  contacts  who  have  been  in  close  association 
within  the  period  of  time  the  patient  was  adjudged  to  be  communicable). 

Because  tuberculosis  is  largely  an  airborne  disease,  the  identification 
of  contacts  is  an  individual  problem,  and  the  nurse  must  make  a  judgement 
in  each  situation  based  on  the  communicability  status  of  the  case  (whether 
positive  by  smear  or  culture) ;    the  length  of  time  any  coughing  has  been 
present  and  whether  productive ;  closeness,  frequency,  and  duration  of 
exposure  to  source  case;  whether  conditions  are  crowded  and  ventilation 
is  poor;  kind,  of  hygienic  practices  and  living  standards  —  these  factors 
are  important  in  identifying  contacts.   Additionally,  the  nurse  must  use  her 
intuition  and  insight  in  evaluating  the  accuracy  of  information  supplied, 
possible  information  withheld  regarding  dating  partners  or  cronies  and 
denial  of  apparent  facts.   With  thorough  knowledge  of  the  epidemiology 
of  tuberculosis,  the  nurse  must  then  analyze  the  total  situation  and 
"sort  out"  those  persons  she  judges  to  have  been  exposed  to  the  extent 
that  they  may  have  acquired  the  infection.   Thoroughness  of  the  investi- 
gation and  sound  nursing  judgement  then  becomes  the  basis  for  further 
action  —  tuberculin  skin  testing,  medical  evaluation  and  supervising 
preventive  therapy  if  ordered. 

Infants  and  young  children  exposed  to  communicable  tuberculous  cases 
are  of  special  concern  since  they  are  at  high  risk  of  developing  tuber- 
culosis including  tuberculous  meningitis  even  before  tuberculin  skin 
test  results  indicate  evidence  of  tuberculous  infection.   The  attending 
physician  should  be  promptly  notified  of  such  situations  as  he  may  choose 
to  start  preventive  drug  therapy  without  delay  while  awaiting  the  results 
of  tuberculin  skin  tests  or  regardless  of  skin  test  results  in  some 
instances.   The  physician  thus  relies  heavily  on  the  information  supplied 
by  the  investigating  nurse  in  making  recommendations.   It  is  the  close 
contacts  that  merit  thorough  and  persistent  follow-up. 

In  the  absence  of  medical  orders,  the  following  procedures  meet 
currently  accepted  standards : 

Close  Contacts  of  any  age  to  newly  diagnosed  or  reactivated  cases, 
especially  household  and  infants  and  children: 

Step  a.   Mantoux  Test 

Step  b.   Chest  X-ray  those  whose  Mantoux  Test  is  5  mm  or  greater  induration 
to  intermediate  strength  PPD  and  for  negative  reactors  over  18 
years.  Some  clinicians  may  prefer  negative  reactors  under  18 
years  of  age  to  also  have  a  chest  X-ray. 

Step  c.   Clinical  appraisal  to  rule  out  the  presence  of  non-pulmonary 

tuberculosis,  e.g.,  cervical  adenitis,  bone  and  joint  disease,  etc. 
This  is  especially  important  in  children.   If  it  is  not  practicable 
for  this  to  be  carried  out  by  the  clinician,  then  an  appraisal 
should  be  made  by  the  investigating  nurse  and  findings  reported 
to  the  clinician. 


The  above  examinations  should  be  carried  out  as  soon  as  possible 
following  identification  of  those  persons  who  are  close  contacts. 
Regardless  of  test  results,  all  close  contacts  should  without  delay  be 
referred  for  an  opinion  by  the  clinician  as  to  whether  preventive 
treatment  with  isoniazid  is  to  be  started. 

All  close  contacts  should  be  kept  under  active  surveillance  (full  medical 
and  nursing  supervision)  for  a  period  of  three,  six  or  twelve  months 
depending  on  the  clinical  status  of  the  source  case  with  whom  they  have 
been  in  close  association.   The  following  table  provides  a  guide  regarding 
recommended  frequency  of  examination  of  close  contacts  according  to 
clinical  status  of  source  case. 


Recommended  Frequency  of  Examination  of  Close  Case  Contacts 


Source  Case 

Pulmonary 

Non-pulmonary 
(702-709) (802-809) (902-909 )# 

Pos.  Bact. 
(701)# 

Neg.  Bact. 
(801)# 

Frequency  of 
Examination 
of 
Contacts 

0  mos. 

3  mos. 

6  mos. 

12  mos. 

0  mos. 
3  mos. 
6  mos . * 
12  mos. * 

0  mos. 
3  mos. 
6  mos .  "x" 
12  mos.* 

*  In  some  situations,  these  examinations  may  be  considered  less  important. 
Decisions  about  them  should  take  into  consideration  such  things  as 
family  history  of  tuberculosis,  clinical  factors  attaching  to  the 
individual  source  case,  etc. 

#  Refer  to  disease  classification  codes  as  detailed  on  DHS  "Communicable 
Disease  Report  Card".   The  classifications  do  not  represent  absolutes 
of  the  degree  of  infectiousness  of  source  cases  either  at  time  of 
diagnosis  and  reporting  or  prior  thereto.   Cases  coded  901  should  be 
assessed  individually. 

Follow-up  examinations  consist  of  repeating  one  or  more  of  the  steps 
outlined  above.   If  the  Mantoux  test  is  positive  initially  or  converts 
to  positive  during  the  period  of  surveillance,  it  should  not  normally  be 
repeated.   The  chest  X-ray  is  sometimes  omitted  until  the  final 
evaluation  providing  the  skin  test  remains  negative  throughout  the  period 
of  active  surveillance. 

The  individual  clinician  may  prefer,  however,  that  a  chest  X-ray  be  done 
even  though  the  skin  test  may  remain  negative  at  three  and/or  six  and/or 
possibly  nine  months.   A  conversion  of  skin  test  from  negative  to  positive 
during  the  period  of  surveillance  would  be  strong  additional  indication 
for  preventive  treatment  with  isoniazid. 


Conversely,  a  negative  tuberculin  contact  who  is  prescribed  isoniazid 
initially  and  does  not  convert  to  positive  after  three  or  six  months 
may  be  taken  off  medication  (medical  decision).  Such  an  individual 
should  nevertheless  remain  under  active  surveillance  for  the  full 
period  decided  upon. 

If  it  is  clear  the  contact  who  has  completed  the  appropriate  period  of 
active  surveillance  has  not  shown  any  evidence  of  disease,  he  may  be 
placed  under  passive  surveillance  with  the  concurrence  of  the  physician. 

In  the  event  there  is  prolonged  contact  with  an  infectious  case  in  the 
home  after  diagnosis  has  been  made,  active  surveillance  of  close  contacts 
should  continue  until  the  period  of  infectiousness  has  ended,  plus 
twelve  months.   A  copy  of  NURSING  RECORD  OF  CLOSE  TUBERCULOSIS  CONTACTS, 
Division  of  Health  Services,  Form  1662  and  a  guide  for  using  it  is  on 
pages  11  &  12.   These  records  are  supplied  free  upon  request  by  the 
Mail  Room,  Division  of  Health  Services. 

Suggestion:  Re-read  MEMORANDUM  dated  August  6,  1975,  item  3,  regarding 
contacts  and  the  private  physician,  page  13 • 

Casual  contact  follow-up  should  be  done  if  time  permits,  but  all  known 
close  contacts  should  receive  top  priority.   Casual  contacts,  sometimes 
in  large  numbers,  probably  consume  much  nursing  time  which  could  more 
effectively  be  spent  in  assuring  thorough  and  appropriate  supervision  of 
close  contacts.   However,  when  casual  contacts  are  evaluated  (depending 
on  local  policies)  information  may  be  recorded  on  the  back  of  the  close 
contact  sheet. 

For  definitions  of  active  and  passive  surveillance,  see  page  56. 
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NORTH  CAROLINA  DEPARTMENT  OF  HUMAN  RESOURCES 

DIVISION  OF  HEALTH  SERVICES 

Guide  for  Using  NURSING  RECORD  OF  CLOSE  TUBERCULOSIS  CONTACTS 

DHS  Form  1662  TTTT2) 

POSE:  To  aid  in  obtaining  and  recording  essential  information  on  close  contacts  of 

active  tuberculosis  cases  as  a  basis  for  medical  management  and  for  generating 
nursing  care  plans. 

ijCTIVES:  To  enhance  nursing  identification/evaluation  of  close  contacts  and  to  help 
ensure  that  such  contacts  receive  the  benefit  of  prompt  medical  evaluation  and 
advice,  particularly  as  to  whether  chemoprophy lactic  drug  therapy  is  indicated 
and/or  to  be  offered. 

To  provide  a  record  which  contains  overall  information  as  regards  skin  tests, 
clinical  evaluations,  X-ray  results,  medical  recommendations  and  any  drug  therapy 
being  provided  in  a  concise  and  readily  available  form  for  the  use  of  the  clinician 
and  others  involved  in  the  follow-up  care  of  close  contacts. 

.:IATED  BY:  Public  health  nurse,  as  a  supplement  to  nursing  narrative. 

;:ructions  : 

General: 

The  nurse  has  the  all  important  responsibility  to  carefully  identify  and  thoroughly 
investigate  close  contacts  (those  members  of  the  immediate  household  of  a  newly 
diagnosed  active  case  of  tuberculosis  and  other  currently  active  cases  with  positive 
sputum,  and  all  intimate  extra  household  contacts  who  have  been  in  close  association 
within  the  period  of  time  the  patient  was  adjudged  to  be  communicable). 

Because  tuberculosis  is  largely  an  airborne  disease,  the  identification  of  contacts 
is  an  individual  problem,  and  the  nurse  must  make  a  judgment  in  each  situation 
based  on  the  communicability  status  of  the  case  (whether  positive  by  smear  or 
culture);  the  length  of  time  any  coughing  has  been  present  and  whether  productive; 
closeness,  frequency,  and  duration  of  exposure  to  source  case;  whether  conditions 
are  crowded  and  ventilation  is  poor;  kind  of  hygienic  practices  and  living  standards  — 
these  factors  are  vital  in  identifying  contacts.   Additionally,  the  nurse  must 
use  her  intuition  and  insight  in  evaluating  the  accuracy  of  information  supplied, 
possible  information  withheld  regarding  dating  partners  or  cronies  and  denial  of 
apparent  facts.  With  thorough  knowledge  of  the  epidemiology  of  tuberculosis,  the 
nurse  must  then  analyze  the  total  situation  and  "sort  out"  those  persons  she 
judges  to  have  been  exposed  to  the  extent  that  they  have  probably  acquired  the 
infection.   Thoroughness  of  the  investigation  and  sound  nursing  judgment  then  becomes 
the  basis  for  further  action  —  tuberculin  skin  testing,  medical  evaluation  and 
supervising  preventive  therapy  if  ordered. 

Infants  and  young  children  exposed  to  communicable  tuberculous  cases  are  of  crucial 
concern  since  they  are  at  high  risk  of  developing  tuberculous  meningitis  even  before 
tuberculin  skin  test  results  indicate  evidence  of  tuberculous  infection.   The 
attending  physician  should  be  promptly  notified  of  such  situations  as  he  may  choose 
to  immediately  start  preventive  drug  therapy  while  awaiting  the  results  of  tuberculin 
skin  tests  or  irregardless  of  skin  test  results  in  some  instances.  The  physician 
thus  relies  heavily  on  the  information  supplied  by  the  investigating  nurse  in  making 
recommendations.   It  is  the  close  contacts  that  merit  thorough  and  persistent 
follow-up.   Casual  contacts,  sometimes  in  large  numbers,  probably  consume  much 
nursing  time  which  could  more  effectively  be  spent  in  assuring  thorough  and  appropriate 
supervision  of  close  contacts.   Therefore,  casual  contacts  should  be  given  much 
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lower  priority.  However  if  time  permits  and  casual  contacts  are  evaluated 
(depending  on  local  policies)  information  may  be  recorded  on  the  back  of  this 
sheet. 

Specific; 

This  form  should  be  initiated  on  all  close  contacts.   Give  full  name  and  address 
of  the  patient  (source  case),  the  family  folder  name  of  the  source  case,  and  the 
diagnosis  of  the  case.   Give  full  name  of  contact,  birthdate,  age,  parent's  name 
(if  minor),  address,  check  whether  contact  lives  in  household  of  source  case, 
and  give  date  contact  broken.   Give  date(s)  of  tuberculin  skin  test(s)  and  record 
results,  that  is,  type  of  test  showing  antigen  (PPD-S,  PPD-B)  used  and  accurate 
millimeter  reading  or  give  grade  if  Heaf  test  is  used,  as  services  are  concurrent! 
rendered.   Please  note  that  space  is  added  for  brief  comments  on  clinical  evaluati 
(presence  or  absence  of  enlarged  cervical  glands,  bone  or  joint  disease,  etc.) 
results  along  with  X-ray (s)  and  X-ray  results.  Additionally,  space  is  provided  fo 
recording  whether  chemo prophylaxis  (CPX)  is  ordered  and,  if  so,  the  date  started. 
(This  is  not  intended  to  take  the  place  of  the  contact's  individual  drug  record 
but  rather  to  indicate  if  the  contact  was  started  on  drug  therapy) . 

It  is  important  to  keep  this  record  current  and  to  always  make  it  available  to 
the  physician  who  is  supervising  the  contact. 

OFFICE  PROCEDURE  AND  FILING: 

The  clerk  will  post  the  contacts  and  their  examination  results  to  the  tuberculosis 
register  cards.   The  contact  sheet  is  filed  in  the  family  folder  but  obtained  for 
concurrent  evaluative  conferences  and  patient  care  planning. 

RETENTION:   For  as  long  as  of  medical  significance. 
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STATE  OF  NORTH  CAROLINA 
,acs  E    holshouser.  jr.  DEPARTMENT   OF    HUMAN    RESOURCES  JACOB   K00^„  "  °  '    M  P  "' 


GOVERNOR 


Director 


david  t.  flaherty  Division  of  Health  Services 

Secretary 

P.  0.  Box  2091  Raleigh  27602 

August  6,  1975 
MEMORANDUM 

TO:       All  Health  Directors 
FROM:      Roy  V.  Berry,  M.D.,  Head,  Tuberculosis  Control  Branch,  Epidemiology  Section 
SUBJECT:   Tuberculosis  patients  whose  treatment  is  being  supervised  by  private  M.D.'s. 

It  is  recommended  that  a  local  policy  be  established  if  it  does  not 
already  exist  designed  to  enable  health  departments  to  be  kept  fully  informed  about 
tuberculosis  patients  who  are  being  treated  by  private  M.D.'s  in  all  communities 
in  North  Carolina.   G.S.  130-113  states  in  part  that  where  there  is  no  danger  to 
the  public  or  other  individuals  as  determined  by  the  health  director,  the  tuberculosis 
patient  may  receive  treatment  at  home. 

It  is  becoming  apparent  that  treatment  of  a  number  of  tuberculosis  patients 
is  being  undertaken  by  private  physicians,  with  or  without  initial  hospitalization 
in  the  local  hospital.   It  is  also  becoming  not  uncommon  for  the  health  department 
to  be  asked  to  furnish  anti-tuberculosis  drugs  in  these  situations. 

In  the  interests  of  maintaining  adequate  standards  of  tuberculosis  control 
in  the  State,  it  is  recommended  that  an  understanding  be  reached  with  the  private 
M.D.  who  is  providing  supervision  of  treatment  in  every  case.  Adequate  statutory 
and  regulatory  authority  exists  to  support  the  existence  of  such  an. understanding. 
The  publication  entitled  "Regulations  and  Disease  Control  Measures  Governing  the 
Control  of  Communicable  Diseases  in  North  Carolina"  should  be  consulted  for  details. 
Copies  are  available  on  request  from  Epidemiology  Section,  DHS,  Raleigh,  if  you 
do  not  have  one  on  hand. 

It  is  suggested  that  the  private  M.D.  should  be  asked  to  agree  to  the  following: 

1.  Supply  sufficient  information  about  the  case  to  enable  comir_  icable 
disease  report  card  to  be  completed  and  filed.   This  is  required  by  G.S.  130-81. 
Also,  sufficient  clinical  information  for  proper  classiiication  and  coding  of 

the  case.   You  may  wish  the  physician  to  complete  an  "Individual  Tuberculosis 
Report"  card  for  his  case.  Supplies  of  this  card  are  available  from  Tuberculosis 
Branch,  DHS,  Raleigh,  Form  No.  CDC  5.2431  Rev.  9-74.  (See  also  memo  and  guidelines 
for  the  reporting  and  verification  of  tuberculosis  cases  in  North  Carolina  dated 
June  9,  1975.) 

2.  Supply  periodic  follow-up  reports  about  patients'  progress, 
bacteriologic  status,  or  other  change  in  status  of  disease.  A  reasonable  period 
would  be  not  less  often  than  every  three  months  until  a  full  and  adequate  course 
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of  treatment  is  completed. 

3.   To  work  out  with  the  health  department  necessary  arrangements  for 
identification,  examination,  possible  preventive  treatment  and  surveillance  of 
contacts.   It  should  be  agreed  upon  in  each  situation  who  is  to  carry  out  this  work. 
If  the  private  M.D.  is  to  do  it,  results  of  his  investigations  should  be  made 
available  to  the  health  department.   If  the  health  department  is  going  to  do  it, 
these  results  should  be  made  available  to  the  private  M.D.  should  he  wish  to  have 
them.   Most  probably,  the  physician  will  expect  and  welcome  the  health  department 
taking  care  of  the  necessary  investigation  of  contacts. 

U-      To  work  out  with  the  health  department  who  will  be  responsible  for 
monitoring  for  side  effects  while  the  patient  is  taking  anti-tuberculosis 
chemotherapy.   This  responsibility  would  probably  be  accepted  by  the  private 
M.D.  himself  as  prescribing  physician.  A  note  should  be  made  on  the  patient's 
record  as  to  the  agreed  upon  arrangement. 

Either  verbal  or  written  information  from  the  private  doctor  or  his 
nurse  should  be  accepted  in  connection  with  these  working  arrangements.   It 
is  recommended  cases  treated  by  private  M.D.'s  be  included  in  the  tuberculosis  re- 
gister just  as  if  the  case  was  being  handled  by  the  health  department  through 
its  chest  clinic.   Follow-up  information  should  be  posted  to  the  register  card 
as  it  is  received  from  the  doctor.   A  note  should  be  made  in  the  remarks  section  of  the 

register  card  to  the  effect  patient  is  "Under  Medical  Supervision  of  Doctor . " 

Your  chest  clinician  should  be  asked  to  review  the  cases  periodically. 

We  may  expect  this  trend  toward  treatment  of  some  tuberculosis  cases  by 
the  private  M.D.  to  continue  in  the  future  and  it  is  very  important  that  the 
arrangements  referred  to  above  be  worked  out  in  as  amicable  a  fashion  as  possible 
and  not  become  a  source  of  friction  between  the  health  department  and  the  private 
sector  such  that  the  patient  may  lose  faith  in  both.   The  essential  requirement 
is  completion  of  an  adequate  course  of  treatment,  lasting  probably  for  at  least 
two  years. 

If  this  office  can  be  of  further  assistance  to  you  in  this  or  other 
matters  relating  to  tuberculosis  control,  please  let  us  know. 


Thank  you  for  your  continued  interest  in  tuberculosis  control. 


RVB/mpd 


cc:   Mr.  Joe  Lennon,  Assistant  Director  for  Hospital  Services,  DHS 
Dr.  Henry,  Medical  Director,  WNC  Hospital 
Dr.  Steininger,  Medical  Director,  McCain  Hospital 
Dr.  Wood,  Acting  Medical  Director,  ENC  Hospital 
DHS  Regional  Directors 
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Drug  Monitoring 

The  effective  monitoring  of  anti-tuberculosis  drugs  is  one  of  the  top 
priorities  in  tuberculosis  control  and  should  be  pursued  diligently 
by  the  assigned  nurse.   It  is  highly  recommended  that  drug  supplying 
and  monitoring  policies  and  procedures  be  established  and  approved  by 
the  prescribing  physician  in  each  local  health  jurisdiction  relative 
to  screening  procedures  prior  to  starting  anti-tuberculosis  drugs, 
particularly  isoniazid,  as  well  as  follow-up  measures. 

An  adequate  record  keeping  system  showing  the  date  drugs  are  given, 
kind,  strength,  amount,  date  for  refill  and  by  whom  given  is  a 
necessity  and  should  be  checked  by  a  nurse  at  least  weekly.   However, 
it  is  also  necessary  to  periodically  evaluate  the  patient  for  toxic 
effects  (by  home  visit  whenever  possible)  to  ascertain  his  reliability, 
check  storage  of  drugs,  the  supply  on  hand,  and/or  indications  of 
intermittent  ingestion.   Inevitably,  some  patients  will  take  their 
drugs  irregularly  while  others  take  themselves  off  drugs  completely  for 
various  reasons.  Such  practices  should  be  reported  to  the  prescribing 
physician  promptly,  since  reactivation  of  the  disease  may  occur  or 
drug  resistance  may  develop.   It  is  this  group  of  patients  who  particularly 
need  frequent,  concentrated  and  prolonged  supervision. 

Additionally,  nurses  must  cope  with  the  problems  of  patients  readily 
accepting  drugs  but  refusing  to  have  periodic  examinations  as  medically 
recommended.   The  recommended  practice  of  having  drug  orders  renewed  at 
least  every  six  months  by  the  prescribing  physician  may  assist  with 
this  problem. 

Considerable  nursing  time  is  required  for  patients  who  obviously  go 
from  physician  to  physician  for  their  drug  supervision  and  examinations. 
Concurrent  information  should  be  sought  and  maintained  on  such  patients 
to  assure,  if  possible,  that  recommended  drug  treatment  is  completed. 

It  seems  worth  mentioning  here  that  one  should  never  lose  sight  of  the 
fact  that  some  patients  on  anti-tuberculosis  drugs  will  require  close 
drug  monitoring  for  as  long  as  they  receive  drugs.  Some  diagnosed  cases 
probably  never  understand  the  nature  of  their  disease  and  why  they  need 
long  term  drug  treatment.   A  great  deal  of  understanding,  patience, 
persuasion,  and  persistance  is  required  if  anti-tuberculosis  drug 
treatment  programs  are  to  be  successful. 

The  Mail  Room,  Division  of  Health  Services,  supplies  the  TUBERCULOSIS 
DRUG  RECORD,  DHS  Form  1391  (1972)  and  a  guide  for  using  it  free  upon 
request  which  serves  this  purpose  well.  Sample  copies  are  on  pages 
17  and  18. 

For  information  the  following  is  included: 

In  a  November  21,  1972  letter  concerning  ISONIAZID  AND  LIVER  DISEASE  from 
the  Director  of  the  State  and  Community  Services  Division,  Center  for 
Disease  Control,  the  recommendation  is  made  that  isoniazid  chemo prophy- 
laxis for  tuberculosis  should  not  be  initiated  or  continued  if  individuals 
receiving  the  drug  cannot  be  followed  in  accordance  with  surveillance 
measures  described  by  the  Ad  Hoc  Committee  on  Isoniazid  and  Liver  Disease. 
These  include  the  following : 
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"Screening  procedures  prior  to  the  administration  of  isoniazid 
should  include  investigation  for  the  following: 

1.  History  of  prior  reception  of  isoniazid  to  exclude  those 
who  have  had  an  adequate  course  of  the  drug. 

2.  History  of  adverse  reaction  to  isoniazid  to  exclude  those  with 
significant  hypersensitivity  reactions  including  liver  disease. 

3.  History  of  consuming  other  long-term  medications  such  as 
diphenylhydantoin,  meprobamate,  hormones,  etc.  Positive 
respondents  should  be  referred  for  individual  consideration 

of  issues  regarding  initiation  of  isoniazid  preventive  therapy 
including  adjustment  of  the  dose  of  the  other  drugs. 

U-     History  of  symptoms  or  signs  consistent  with  current  liver 

disease  to  permit  deferring  isoniazid  preventive  therapy  until 
resolution  of  acute  process. 

Because  isoniazid-associated  liver  disease  is  viewed  as  an  unpre- 
dictable hypersensitivity  response,  the  committee  felt  that  a 
history  of  past  (non-isoniazid  associated)  chronic  liver  disease 
is  not  necessarily  a  contraindication  to  initiation  of  isoniazid 
preventive  therapy. 

Monitoring  procedures  for  patients  receiving  isoniazid  preventive 
therapy  should  include  interviewing  of  patients  and  an  evaluation 
by  clinical  means  at  monthly  intervals.   This  should  include  an 
appraisal  of: 

Symptoms  consistent  with  those  of  hepatic  damage  —  loss  of 
appetite,  fatigue,  malaise. 

Signs  consistent  with  those  of  liver  damage  —  brownish  urine... 
and  icterus  of  conjunctivae...  or  skin. 

Patients  should  be  advised  that  if  they  develop  such  symptoms  and 
signs  during  treatment,  they  should  discontinue  the  drug  immediately 
and  report  to  the  prescribing  physician  for  evaluation. 

The  committee  specifically  recommended  against  routine  monitoring 
by  laboratory  tests  of  liver  dysfunction,  noting  'We  do  not  believe 
that  baseline  or  serial  hepatic  dysfunction  studies  (SGOT,  SGPT,  LDH, 
TSB,  and  alkaline  phosphatase)  are  needed  unless  symptoms  and/or 
signs  noted  above  are  positive. ' 

No  individual  should  receive  more  than  1  months  supply  of  the  drug 
at  a  time.   Each  patient  should  be  interviewed  and  his  clinical 
status  evaluated  before  a  new  supply  is  issued.   The  interview  can 
be  accomplished  by  a  nurse  or  other  trained  individual  who  is  alert 
for  symptoms  which  require  medical  evaluation.   In  the  case  of  house- 
holds, a  responsible  adult,  properly  instructed  on  the  initial  visit, 
can  report  on  the  clinical  status  of  other  household  members." 

(1)  "Summary  of  the  Report  of  the  Ad  Hoc  Advisory  Committee  on  Isoniazid 
Liver  Disease",  MMWR,  20  (26):  231-234,  July  3,  1971. 
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A  reprint  of  additional  information  on  this  subject,  released  by  CDC 
on  March  22,  1974*  appears  on  page  19. 

Note:   When  the  local  health  department  prescribes  DNAH  chemo prophylaxis, 
if  there  is  another  physician  providing  medical  care  for  the  patient, 
a  check  should  be  made  with  him  to  seek  his  approval  for  the  proposed 
treatment  in  case  it  might  conflict  with  other  therapy  the  patient 
may  be  receiving. 

A  chart  on  Anti-Tuberculosis  Drugs  and  Their  Side  Effects  is  on  page  20. 

Ordering  and  Rotating  Drug  Stock 

All  drugs  should  be  ordered  in  reasonably  small  but  adequate  quantities 
in  order  to  rotate  the  stock  and  prevent  loss  through  expiration  dates. 

Some  of  the  drugs  are  very  expensive,  particularly  Rifampin  and  Ethambutol 
and  these  should  be  ordered  only  as  necessary  and  never  be  allowed  to 
reach  expiration  date.   If  overstocking  occurs,  the  excess  amount  should 
be  returned  to  the  supplying  hospital.  Any  drugs  on  hand  which  have 
reached  the  expiration  date  should  also  be  returned  to  the  hospital.   It 
is  much  better  to  order  smaller  quantities  more  often  which  provides 
better  stock  rotation  and  at  the  same  time  saves  on  drug  costs. 

It  is  suggested  that  the  nurse (s)  in  charge  of  checking  the  Drug  Book  be 
responsible  for  overseeing  the  drug  supply. 

Intermittent  Anti-Tuberculosis  Drug  Therapy 

While  optimum  treatment  of  tuberculosis  calls  for  the  daily  ingestion  of 
anti-tuberculosis  drugs  in  adequate  dosage,  situations  may  arise  where 
therapy  given  on  two  or  three  days  per  week  using  higher  than  the  normal 
daily  dosages  may  be  indicated.  Such  so-called  intermittent  therapy  may 
be  employed  for  the  patient  who  cannot  be  relied  upon  to  take  his  medications 
daily.  Actual  ingestion  can  be  more  easily  observed  on  a  twice  or  thrice 
weekly  basis  by  home  visitation.  Specific  orders  from  the  clinician  for 
this  type  of  treatment  must  be  obtained  before  embarking  upon  it.   Any 
patient  under  treatment  who  is  known  not  to  be  taking  prescribed  daily 
medications  should  be  brought  to  the  attention  of  the  chest  clinician 
for  consideration  of  supervised  intermittent  therapy. 


DRUG  ORDERS 

NORTH  CAROLINA  DEPARTMENT  OF  HUMAN  RESOURCES 
DIVISION  OF  HFALTH  SERVICES 
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NORTH  CAROLINA  DEPARTMENT  OF  HUMAN  RESOURCES  ,rt 

DIVISION  OF  HEALTH  SERVICES 
Guide  for  Using  TUBERCULOSIS  DRUG  RECORD 

PURPOSE:  T<  pruvide  and  maintain  uniform  drug  monitoring  records  on  all  patients  at  i    m\ 
receiving  anti-tuberculous  drugs  (curative  and  preventive)  essential  to  patient 
care  planning. 

OBJECTIVES: 


To  aid  in  enhancing  drug  monitoring  on  a  monthly  basis  as  strongly  recommended 
by  leading  medical  authorities  in  this  field. 

To  provide  a  convenient  checking  system  on  the  drug  status  of  every  patient,  as  a 
guard  against  intermittent  or  lapses  in  drug  intake. 

To  aid  in  early  detection  of  any  side  effects  which  might  be  attributable  to  the 
drug(s). 

To  aid  in  planning  -and  evaluating  an  essential  and  adequate  control  program  in 
tuberculosis. 

INITIATED  BY:   Local  public  health  nurse. 

INSTRUCTIONS: 

General 

This  record  is  designed  to  be  kept  in  a  three  ring  looseleaf  notebook  with 
alphabetized  tabs  attached  to  stiff  paper  divider  pages.   Gummed  reinforcement 
rings  can  be  attached  to  the  pages  to  prevent  tears.   The  book  should  bear  an 
outside  label  and  always  be  kept  in  the  drug  supply  cabinet.   A  calendar  must 
be  available . 

This  record  should  be  used  by  the  nurse  or  her  designee,  for  whom  she  is 
responsible . 

Specific 

All  requested  information  on  this  form  should  be  filled  out  by  the  nurse (s) 
responsible  for  the  patient(s)  when  the  physician's  drug  order  is-  received,  then 
placed  in  the  drug  book.   The  medical  order  then  is  placed  in  the  patient's 
folder. 

Drug  monitoring  policies,  relative  to  toxicity  and/or  side  effects  of  the  drug(s) 
should  be  established  and  approved  by  the  prescribing  physician  in  each  health 
department.   However,  it  is  generally  recommended  that  patients  receiving 
Isoniazid  be  specifically  appraised  and/or  observed  monthly  regarding  jaundice, 
dark  urine,  sustained  loss  of  appetite,  marked  fatigue,  malaise,  prolonged 
nausea  and  vomiting,  especially  for  the  first  three  or  four  months  of  therapy, 
by  the  nurse  or  her  designee. 

At  the  time  a  drug  supply  is  given  to  the  patient,  record  the  date,  drug  name, 
strength,  number  of  tablets,  jointly  planned  refill  date,  and  sign  name  as 
requested  on  the  patient's  drug  record. 

Label  the  drug  bottle  or  container  with  the  patient's  name,  name  of  drug  and 
directions  for  taking. 
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When  drug  orders  are  changed  and,  in  view  of  the  fact  that  several  different 
staff  personnel  may  use  this  record,  the  nurse  is  responsible  for  the  appropriate 
recording  of  the  new  order (s).   It  is  recommended  that  new  orders  be  written 
on  a  new  form  (with  identifying  information)  and  stapled  on  top  of  the  previous 
drug  record. 

A  designated  nurse  should  check  the  drug  record  book  at  least  weekly  to  see 
that  no  patient  is  overlooked  according  to  the  scheduled  refill  date.   Names  of 
any  patients  overdue  for  drug  refills  should  be  given  to  the  district  nurse  fori 
prompt  follow-up. 

The  physician's  drug  order  is  kept  in  the  patient's  folder  and  always  available 
for  reference. 

When  drug  therapy  has  been  completed  or  medically  discontinued,  the  drug  record  I 
should  be  filed  in  the  patient's  folder  and  retained  until  patient's  record  is 
destroyed. 

Drugs  may  be  properly  labeled  and  packaged  in  advance  under  the  supervision  of 
the  nurse  for  convenience,  but  recorded  only  when  removed  for  the  patient. 

Narrative  nursing  records  are  maintained  in  the  usual  way. 

Name  of  index  case  if  known.  It  is  helpful  to  record  the  name  of  the  index  case 
(if  known)  for  several  reasons,  such  as:  difference  in  family  names  of  several  'j 
persons  in  one  household  receiving  drugs  (all  conceivably  may  get  drug  refills 
at  same  time),  or  contacts  temporarily  on  drugs  (awaiting  outcome  of  future  skir. 
tests)  when  the  index  case  may  leave  the  hospital  AMA  and  live  in  the  household  ; 
again  with  a  positive  sputum.  This  could  be  especially  important  where  young 
children  are  involved. 

The  REMARKS  space  may  be  used  for  briefly  noting  significant  miscellaneous 
information  or  notations,  such  as:   signs  of  toxicity  or  side  effects  which 
should  be  reported  immediately  to  the  physician  and  other  appropriate  personnel, 
intermittent  drug  ingestion,  temporary  change  of  address,  etc. 

Additional  copies  are  available  from  Mailing  Room,  North  Carolina  State  Board 
of  Health,  P.  0.  Box  2091,  Raleigh,  N.  C.  27602. 


DHS  Form  1391  Instructions,  2/72 
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DATE  OF  RELEASE    MARCH  22,  1974  -  ATLANTA,  GEORGIA  30333 

CURRENT  TRENDS 

ISONIAZID-ASSOCIATED  HEPATITIS   SUMMARY  OF  THE  REPORT  OF  THE  TUBERCULOSIS  ADVISORY 

COMMITTEE  AND  SPECIAL  CONSULTANTS  TO  THE  DIRECTOR.  CENTER  FOR  DISEASE  CONTROL 

b.  Positive  tuberculin  reactors  with  findings  on  the  chest 
roentgenogram  consistent  with  nonpros  essive  tubercu- 
lous disease,  without  positive  bacteriologic  findings,  and 


On  February  28-Mareh  1,  1974,  the  Tuberculosis  Ad- 
visory Committee  and  special  consultants  met  at  the  Center 
for  Disease  Control.  Atlanta,  Georgia,  to  review  the  occur- 
rence of  hepatic  dysfunction  in  persons  on  isoniazid  (INHi 
therapy  to  prevent  tuberculosis.  Previous  meetings  of  an  Ad 
Hoc  Committee  on  1NH  and  Liver  Disease  had  led  to  recom- 
mendations for  the  continued  use  of  INI  I  preventive  therapy 
pending  further  investigations  o!  the  problem  (MMW'R.  Vol. 
20,  No.  26).  These  investigations  have  recently  been  com- 
pleted. The  Advisory  Committee  and  consultants  were  there- 
fore asked  to  discuss  the  additional  findings,  to  determine 
whether  or  net  changes  in  the  recommendations  on  the  use 
of  isoniazid  are  indicated,  to  determine  by  what  means  the 
risk  of  hepatitis  can  be  minimized,  and  to  advise  CDC 
accordingly 

General  conclusions  reached  by  the  group  were  that 
liver  disease  can  occur  in  patients  receiving  isoniazid  preven- 
tive therapy.  Age  is  the  predominant  factor  that  seems  to 
increase  the  risk  of  liver  disease  among  subjects  receiving 
isoniazid.  Progressive  liver  damage  is  observed  rarely  under 
20  years  of  age.  up  to  0.3%  at  ages  20-34  years,  up  to  1.2'i  at 
35-49  years,  and  up  to  2 . 3 cv  at  50  years  and  over  Daily  use 
of  alcohol  may  also  increase  the  risk.  The  frequency  may 
vary  from  place  to  place  and  time  to  time,  depending  on  fac- 
tors not  known  The  liver  disease  that  develops  is  not  the  re- 
sult of  any  particular  manufacturing  process  or  contaminant. 
The  development  of  liver  disease  is  not  predictable  in  any  in- 
dividual patient.  The  morphologic  pathology  of  isoniazid  liver 
disease,  as  presently  understood,  does  not  permit  its  ready 
differentiation  from  .iral  hepatitis.  Routine  monitoring  by 
laboratory  tests  (SGOT.  SGPT)  is  not  useful  in  predicting 
hepatic  disease  in  isoniazid  recipients. 

Persons  for  Whom  Preventive  Therapy  is  Recommended 
The  use  of  isoniazid  with  appropriate  safeguards  must  be 
based  on  a  comparison  uf  the  benefit  ol  preventive  therapy 
with  the  risk  of  hepatic  injury.  For  positive  tuberculin  reac- 
tors under  35  years  of  age,  the  benefit  of  isoniazid  therapy 
in  preventing  tuberculosis  clearly  outweighs  the  risk  of  hepa- 
titis, even  in  the  absence  of  additional  risk  factors.  In  posi- 
tive'tuberculin  reactors  35  years  and  over,  the  risk  of  hepati- 
tis precludes  the  routine  use  of  preventive  therapy.  However, 
the  presence  of  additional  risk  factors  may  increase  the  like- 
lihood of  subsequent  tuberculous  disease  sufficiently  to  war- 
rant offering  preventive  therapy  regardless  of  age. 

No  significant  changes  were  nude  in  the  recommenda- 
tions for  preventive  therapy  for  the  following  groups,  listed 
in  order  of  priority: 

a.  Household  members  jnd  other  close  associates  of  per- 
sons with  roccntk  diagnosed  tuberculous  disease 


without  a  history  of  adequate  chemotherapy 

c.  Newly  infected  persons 

d.  Positive    tuberculin    reactors   in    the    following   special 
clinical  situations: 

( 1 )  Prolonged  therapy  with  adrenocorticoids 

(2)  Immunosuppressive  therapy 

(3)  Some  hematologic  and  reticuloendothelial  diseases, 
such  as  leukemia  or  Hodgkin's  disease 

(4)  Diabetes  mellitus 

(5)  Silicosis 

(6)  After  gastrectomy 
Screening  Procedures 

The  only  significant  change  recommended  in  screening 
procedures  was  to  include  pregnancy  as  a  contraindication  to 
the  administration  of  isoniazid.  The  contraindications  are: 

a.  Previous  isoniazid-associated  hepatic  injury 

b.  Severe  adverse  reactions  to  isoniazid,  such  as  drug  fever, 
chills,  rash,  and  arthritis 

c.  Acute  liver  disease  of  any  etiology 

d.  Pregnancy  (Preventive   treatment  shouiu  be  started  af- 
ter delivery.) 

Five  groups  were  identified  for  whom  preventive  treat- 
ment is  not  contraindicated  but  who  should  receive  special 
attention: 
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a.  Those  concurrently  using  any  other  medication  on  a 
long-term  basis. 

b.  Those  taking  diphenylhydantoin. 

c.  Those  who  are  daily  users  of  alcohol. 

d.  Those  who  have  previously    discontined    isoniazid  be- 
cause of  possible  but  not  definitely  related  side  effects. 

e.  Those  who  may  now  have  chronic  liver  disease. 
Monitoring  and  Motivating 

The  group  did  not  recommend  any  changes  in  proce- 
dures for  monitoring  and  motivating  the  patients.  It  con- 
cluded that  monitoring  by  routine  laboratory  tests  is  not  use- 
ful in  predicting  hepatic  disease  in  isoniazid  recipients  and 
therefore  is  not  recommended.  However,  in  evaluating  signs 
and  symptoms,  such  tests  are  mandatory. 
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TABLE  1 

WJTITUBMCU10US  DRUGS  AXO  THEIR  SIDt  EFfECTS 


CO 

to 


DRUG 


,1so«ia:id 
(ISH) 

ItVmbatot 
(1*16) 


jTMSrtomytm 
(SB) 


Parvamino- 

U lit j lie  »cid 

(£C..V)'jlt- 

tvJiCKid) 

filers  pi  rt 


tttiio<umid«t 


pyrin  tumidet 
(PW) 


DCSAGf 

(Adult  Oaily) 


5-lOmg/mj 
300-600  mj 

25  mg/kiroi 
60  days,  then 


0  75gram-l.0r.ram 
(frequently  gi«en 
(Oi  initial  b':  JjjS 
enth  advanced 

.disuse) 

12-15  grams 


SOOmgonce 
daily  (chil- 
dren. 10-20  r.ng/ 
4  to  a  r.-ji- 
imum  of  6001 
750-1000  mg 


20-35  mg/lg: 
cot  over  3  [rams 


750  mt 


1  gram  daily 
for  60  120 
days,  fol- 
lowed by 
Igramito  3 
timet  weekly 

1  turn  every  12 
hours  twice  i  week 


SlOt  tFftCIS 
(Usuall 


Peripheral  neuritis. 

hepatitis,  hypersensi- 
tivity, convulsions 

Optic  neuritis 
(reversible  with 
discontinuation  ot 
drug:  very  rare  it 
15mt/U).s'-inrash 

Otic  and  vestibular 
toncity.  decreased 
heanrj.  vertijo. 
tinnitus  (nephro- 
tonciry— rare) 
Gastrointestinal. 
hypersensitivity 
(nsh).  hepatotonc- 
rty.  sodium  load 

Kininul:  liver 

dysfunction 
rarely 


Gastrointestinal. 

hepitoioeicity. 

hypersensitivity 

(nsh) 

Hyperuricemia, 
hepatotoncity. 
arthralgia 

Psychosis,  person- 
ality changes, 
convulsions,  nsh 

nephrotoxic- 
ity, ototosic- 

«T. 

hepjtotonc- 

rty. 

hypersensi- 
tivity 

Similar  to  strepto- 
mycin but  nephro- 
toxicity more  common 


UOHITORINGt 

SGOI/SGPi 
(not  as  a 
routine) 
Visual  acuity. 
red-green  color 
discrimination 
(Snellen  Chart) 

Gross  hearing 
(ticking  ol  watch): 
it  aonormal. 
audiograms;  BUM 
and  creatinine 
SGOT/SGPI 


SGOT/SGPT 


SGOT/SGPI 


Uric  acid. 
SGOT/SGPT 

Orut  blood 
levels  if  poor 
renal  (unction 
Same  as 
strepto- 
mycin with 
SGOI/SGPT 
in  addition 


As  tor  strepto- 
mycin, plus 
urinalysis 


REMARKS 

For  neuritis,  pyridonne  25-50  rrjas 
arcphylaiis:  50-100  ng  as  treatment 

Ocular  history  and  lunduscooic  exam 
betore  use.  contrainjicaled  with  oolit 
neuritis;  use  with  caution  it  serious 
ocular  problems 

Kore  ccrr.mon  in  older  patients  I  «■  60): 
decrease  dose  or  avoid  drug  if  r^nal 
msulliciency 


For  Gl  irritation  temporarily  reduce 
dose  or  use  Ca.  K.  ascorbic  acid  cr 
resin  combinations  avoid  Na  salt  in 
elderly  or  patients  with  heart  lailure 
or  renal  disease 
Extremely  effective 


Temporarily  stop  or  reduce  dose  with 
CI  irritation  and  hepatotoiicity 


Benemid  or  allopurinol  to  reduce 
scrum  uric  acid 

Pyridoiine.  50-3CO  mg/day  may  help: 
mental  problems  more  common  with 
predisposition 
Effective,  newly  re- 
leased drug:  not  for 
pediatric  use 


0.5-1  gram 


As  for  slreptomifcin 
Rarely  used 


;  ,ri      ,„C—^;^  ovic,  is  an  informed  patient  having  ready  access  to  medical  car.  supplemented  by  ,  caret story  and  a, 

t  These  are  the  so-cail.d  second-line  drugs  which  have  more  frequent  and  more  sever,  side 
stobtocreteeiui'ite. 

Treatment  and  Control  of  Tuberculosis 

Weg,  John  G.,  M.  D.,  National  Tuberculosis  and  Respiratory  Disease 

Association,  1972. 


Note:   Effects  of  Rifampin  treatment  in  pregnancy  are  as  yet  unknown. 
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Significantly  Positive  Tuberculin  Reactors,  without  other  evidence 
of  tuberculosis. 

Such  persons  are  at  some  risk  of  developing  tuberculous  disease  after 
variable  periods  of  latency,  especially  if  they  also  have  one  or  more 
of  the  following  medical  conditions  - 

(1)  Alcoholism 

(2)  Diabetes  mellitus 

(3)  Post-gastrectomy  status 

(4)  Any  condition  requiring  prolonged  steroid  therapy 

(5)  Silicosis,  asbestosis  or  other  pneumokoniosis 

(6)  Leukemia  or  Hodgkins  disease 

Uninfected  persons  (those  with  a  negative  tuberculin  reaction)  with  one 
or  more  of  the  above  conditions  are  more  susceptible  to  tuberculosis 
if  exposed.   A  significantly  positive  tuberculin  reaction  is  one  where 
there  is  at  least  10  mm  induration  in  response  to  the  intra-dermal 
injection  of  1/10  cc  of  5  T.U.  strength  Tween  stabilized  PPD.   It  should 
be  noted  some  reactions  in  the  range  0  -  20  mm  may  be  due  to  cross  reaction 
as  a  result  of  infection  with  one  or  more  of  the  atypical  mycobacteria. 
There  is  no  certain  way  to  determine  if  this  is  the  case  but  generally 
speaking,  the  larger  the  size  reaction,  the  more  likely  is  it  to  be  due 
to  infection  with  the  human  variety  of  M.  tuberculosis,  especially  if 
15  mm  or  greater.   Due  weight  should  be  given  to  historical  evidence 
indicating  a  known  contact  with  a  case  of  M.  tuberculosis  infection  at  some 
time  in  the  past  in  evaluating  whether  a  given  tuberculin  reaction  is 
significant  in  a  given  individual.  Also  consult  current  information  about 
what  is  known  as  the  "Booster"  effect  of  one  skin  test  given  within  a  few 
weeks  or  months  after  a  previous  test. 

Other  "High  Risk"  Groups 

Persons  living  in  crowded  and/or  impoverished  conditions  are  at  increased 
risk  of  becoming  infected  and  possibly  developing  disease  due  to  favorable 
circumstances  for  spread  of  infection  and  lowered  body  resistance 
associated  with  these  states.  Situations  favoring  spread  of  disease  if 
it  is  introduced  into  such  communities  include  schools ;   institutions  such 
as  nursing  homes  and  boarding  homes;  hospitals;  industrial  complexes 
and  offices,  especially  if  enclosed  and  poorly  ventilated. 

Recent  Tuberculin  Converters 

Persons  known  to  have  converted  from  tuberculin  negative  to  significantly 
positive  within  12  -  2U  months  should  be  considered  as  at  special  risk  and 
be  considered  for  preventive  treatment  with  isoniazid.   In  considering 
whether  a  given  individual  is  a  true  converter  or  not,  account  needs  to 
be  taken  of  the  relative  size  or  sizes  of  the  skin  test  results,  what 
antigens  were  used  on  each  occasion  and  whether  or  not  a  possible  "Booster" 
effect  may  be  involved. 
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Suspects 

Prompt  suspect  diagnostic  investigations  and  examinations  should  be 
completed  as  soon  as  possible  but  certainly  within  3  months  with 
appropriate  referrals  accomplished.   It  is  not  required  that  close 
associates  of  suspects  be  investigated  and  examined  until  diagnosis 
of  tuberculosis  is  made  or  the  physician  so  recommends.   However, 
in  certain  situations  where  pressures  are  brought  to  bear  on  the  agency, 
or  the  diagnosis  is  long  delayed,  consultation  with  the  physician  is 
recommended  before  proceeding. 

Precautionary  Measures  and  the  Infectious  Patient 

Tuberculosis  being  an  airborne  disease,  any  isolation  techniques 
should  be  directed  toward  keeping  as  many  tubercle  bacilli  as  possible 
out  of  the  air.   Good  ventilation,  avoiding  crowded  conditions  and 
using  good  hygienic  measures  are  important.   There  is  an  important 
exception  to  this;  infants  coming  in  contact  with  grossly  contaminated 
materials  are  considered  much  more  susceptible  than  adults.   Guidance 
for  carrying  out  isolation  and/or  precautionary  measures  should  be  based 
on  each  individual  situation  to  best  protect  the  family  and  community. 

Important  factors  to  consider  are : 

1.  Whether  patient's  sputum  is  positive  by  smear  or  culture,  and 
how  long  he/she  has  been  on  an  adequate  regimen  of  drugs.   (if 
by  smear,  the  patient  is  usually  considered  more  infectious 
than  by  culture  only  and  especially  if  he  has  a  cough.) 

2.  The  patient  and  family's  level  of  understanding  of  the  disease 
and  potential  for  carrying  out  precautionary  measures  and/or 
recommendations . 

3.  Home  facilities  and  environmental  factors. 

In  teaching  the  patient  and  family  appropriate  hygienic  practices,  the 
most  important  points  include: 

1.  Separate  bed  and  room  excluding  children  from  the  case. 

2.  Covering  mouth  with  several  thicknesses  of  tissue  when  coughing 
or  sneezing. 

3-  Safe  disposal  of  sputum.  Flush  or  burn. 

4-«  Dishwashing  —  soap  and  hot  water. 

5-      Appropriate  hand  washing  instructions. 

6.   Terminal  disinfection  instructions  (sunning  bedding,  laundry, 
ventilation  of  room,  sunning  or  cleaning  rugs,  wet  mopping 
floor,  etc.). 
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Facilities  for  Patient  Care 

The  treatment  of  new  cases  of  tuberculosis,  usually  begun  in  the 
chest  hospital  offers  key  advantages  in  securing  a  complete  and 
comprehensive  clinical  evaluation  and  close  observation  during  early 
periods  of  therapy  when  drug  reactions  are  most  likely  to  occur.   The 
patient  can  learn  about  the  disease  more  readily  and  contacts  are 
broken  with  his  family  and  community,  until  he  is  non-infectious. 

The  State  Chest  Hospitals  comprise  the  following : 

1.  McCain  Hospital,  McCain,  North  Carolina. 

2.  Western  North  Carolina  Hospital,  Black  Mountain,  North  Carolina. 

3.  Eastern  North  Carolina  Hospital,  Wilson,  North  Carolina. 

Usually,  children  ten  years  of  age  and  under  who  need  chest  hospital  care 
are  hospitalized  at  McCain  Hospital. 

The  prison  building,  located  at  McCain,  North  Carolina,  is  operated  by 
the  Department  of  Corrections  to  provide  care  for  tuberculous  prisoners. 

Any  legal  resident  of  North  Carolina  is  eligible  for  admission  to  the 
State  Chest  Hospitals.  Non-residents  are  also  accepted  under  certain 
conditions.  Patients  are  admitted  for  diagnostic  study  as  well  as  for 
treatment  of  tuberculosis.   The  hospital  charges  are  adjustable, 
according  to  the  patient's  ability  to  pay. 

Admission  Forms  and  approval  by  Social  Services  Departments  are  no 
longer  required  for  patients  to  be  admitted  to  the  Specialty  Hospitals. 
This  matter  is  now  handled  by  the  respective  hospitals. 

Transportation  plans  are  worked  out  by  the  patient  or  a  local  resource. 

Transportation  by  public  conveyance  is  not  recommended. 

Supplies  provided  by  the  patient,  social  services  department  or  other 
local  resources  should  include: 

1.  Bathrobe  or  housecoat  -  1  or  more,  (male  or  female). 

2.  Bedroom  slippers  -  1  pair. 

3-   Pajamas  -  U   pairs,  (gowns  are  not  appropriate). 

4.  Sweater  or  bed jacket  -  1. 

5.  Toilet  articles. 

Veterans  Administration  Hospitals  located  in  North  Carolina 

All  veterans  of  the  armed  forces  are  eligible.   Application  is  filed 
through  the  Veterans  Administration.  All  supplies,  except  toilet 
articles,  are  supplied  by  the  Veterans  Administration.   Recommendations 
and  follow-up  suggestions  are  included  in  the  medical  summaries  which 
are  sent  to  the  private  physician  and  the  local  health  department  upon 
discharge  of  the  patient. 
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If  further  clarification  of  orders  is  needed  by  the  nurse,  efforts  should 
be  made  to  obtain  this  from  the  physician  who  was  looking  after  the 
patient  in  the  veterans  hospital.  A  release-of -medical  information  form 
is  often  required.  See  page  33- 

General  Hospitals 

Arrangements  for  tuberculosis  cases  to  be  admitted  to  the  general 
hospital  should  be  worked  out  between  the  health  department  and  the 
hospital  involved. 

Chest  Clinics 

Two  immediate  questions  need  to  be  considered.   Is  there  a  need  for  a 
formalized  clinic  in  the  department  and,  if  so,  how  frequently  should 
it  operate?  And  secondly,  are  services  for  all  types  of  chest  conditions 
to  be  offered  or  just  those  pertaining  to  diagnosis,  treatment  and 
epidemiological  investigation  of  tuberculosis? 

Several  factors  should  be  considered  in  regard  to  the  need  to  hold  a 
regularly  scheduled  clinic,  for  example,  caseload  (including  cases, 
contacts,  suspects,  and  persons  for  preventive  treatment),  proximity 
to  a  hospital  out-patient  department  willing  to  provide  full  services 
(e.g.,  DHS  Specialty  Hospital),  and  other  community  resources.   In  most 
of  the  more  populous  counties  in  the  State,  a  need  will  be  found 
to  exist  for  the  health  department  to  provide  full  clinic  services 
for  tuberculosis,  with  clinician  conducted  sessions  weekly,  monthly, 
or  perhaps  less  often  where  caseload  permits. 

Essential  Clinic  Capabilities  will  include : 

1)  Medical,  public  health  nursing,  and  clerical  staff 

2)  Screening  and/or  diagnostic  tuberculin  skin  testing 

3)  Chest  X-ray  services 

4)  Bacteriology  service  and  routine  urinalysis 

5)  Provision  of  anti-tuberculosis  drugs  and  monitoring  of  intake  of 
same  for  all  cases  under  treatment  and  persons  being  preventively 
treated. 

6)  Basic  clinic  equipment  -  scales,  sphygmomanometer,  thermometers, 
X-ray  view  boxes,  sputum  containers,  tissues,  capes,  and  record  forms. 

More  specifically,  the  chest  clinic  should  provide: 

a.  Diagnostic  study  and  public  health  supervision  of  cases  of 
tuberculosis,  contacts,  and  suspects. 

b.  Treatment  of  tuberculous  patients,  before  and  after  discharge 
from  hospital,  and  in  lieu  of  hospitalization. 


Diagnostic  study  and  clinical  evaluation  of  other  chest  pathology , 
film  reading  and  private  physician  referrals,  according  to  local 
policies. 
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d.   Treatment  of  persons  considered  at  high  risk  of  developing  active 
tuberculosis. 

X-ray  Machines 

For  health  department  tuberculosis  control  services,  suitable 
equipment  able  to  produce  a  good  quality  14  x  17  P-A  film  of  the 
chest  is  an  essential  minimal  requirement.   70  mm  or  4  x  5  photo- 
fluorographs  are  only  of  limited  value  for  screening  purposes.   Their 
use  should  be  superseded  by  tuberculin  skin  testing  and  14  x  17 
films  of  the  positive  reactors  as  a  general  rule.   (X-ray  equipment  may 
be  checked  for  radiation  hazard  through  the  Radiation  Protection 
Program,  Division  of  Facility  Services,  Department  of  Human  Resources). 

If  the  department  lacks  suitable  chest  X-ray  equipment  and  does  not 
wish  to  procure  or  operate  a  chest  X-ray  service,  then  contractual 
arrangements  should  be  made  with  a  community  hospital  X-ray  depart- 
ment for  the  necessary  work  to  be  done. 

A  constant  need  will  be  found  to  exist  for  evaluating  the  quality  of 
chest  films  taken  as  well  as  ensuring  adequacy  of  training  and 
performance  of  X-ray  machine  operators  working  in  health  departments. 
In  no  case  should  X-ray  equipment  be  operated  by  inexperienced  or 
unsupervised  persons. 

Anti-tuberculosis  Drugs 

These  are  furnished  by  DHS  Specialty  Hospitals  for  all  patients 
residing  in  the  State  for  whom  they  are  prescribed.  See  Memorandum 
dated  January  23,  197b,  "Supply  of  Anti-tuberculosis  Drugs  by  Local 
Health  Departments,"  on  page  26.   Tuberculin  for  health  department  use 
is  also  made  available  from  the  same  source,  as  supplies  permit. 

Clinician  Services 

These  are  usually  available  from  DHS  Specialty  Hospitals.   Visits  are 
made  to  health  departments  for  clinic  sessions. 

Chest  X-ray  interpretive  services  are  also  provided  by  mail  or  courier 
if  necessary.   Arrange  with  medical  director  of  Specialty  Hospital. 

The  chest  clinician  is  a  valuable  resource  for  assisting  in  establishing 
clinic  policies  as  well  as  providing  expertise  in  managing  both 
individual  patients  under  investigation  or  treatment  for  tuberculosis, 
and  advice  regarding  community  aspects  of  tuberculosis  control.   The 
frequency  of  clinician  visits  to  the  health  department  should  be 
sufficient  to  take  care  of  the  caseload  without  having  to  rush  matters 
unduly.  Suitable  arrangements  should  be  worked  out  with  the  medical 
director  of  DHS  Specialty  Hospitals  providing  clinician  services. 

Post-Clinic  Conferences,  wherever  possible,  are  considered  an  important 
part  of  a  chest  clinic  program.   This  is  an  excellent  time  to  discuss 
with  the  clinician  those  cases  who  might  be  suitable  for  passive 
surveillance  recommendations. 

Nutrition 

Appropriate  information  on  dietary  needs  of  the  patient  should  be  provided 
as  indicated  in  the  clinic  or  home.  Your  local  nutritionist  or  nutrition 
consultant  may  be  helpful . 
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MEMORANDUM 

TO:      All  Local  Health  Directors 

FROM:     Roy  V.  Berry,  M.D.,  Head,  Tuberculosis  Control  Branch  ^^S 

SUBJECT:  Supply  of  Anti -tuberculosis  Drugs  by  Local  Health  Departments 

The  following  comments  are  made  regarding  the  above  subject  for 
your  information. 

It  is  the  present  policy  of  the  Division  of  Health  Services  through 
its  Specialty  Hospitals  to  furnish  anti -tuberculosis  drugs  at  no  cost  to  the 
patient  or  health  department  for  those  patients  who  are  receiving  medical 
supervision  by  the  local  health  department. 

The  question  has  arisen  as  to  whether  this  policy  should  extend  to 
patients  who  are  being  treated  and  supervised  by  private  M.D.'s,  VAH  or  other 
hospital  physicians. 

Generally  speaking,  the  answer  to  this  question  is  yes,  providing 
(1)  the  patient  is  regularly  seen  (at  least  every  six  months)  in  the  health 
department  chest  clinic  or  Specialty  Hospital  out-patient  department  initially 
and  for  follow-up  examinations,  or  (2)  complete  information  regarding  diagnosis 
and  results  of  follow-up  examinations  (at  least  every  three  months  and  including 
loan  of  X-ray  films)  is  provided  the  health  department  by  the  private  M.D., 
VAH  or  other  hospital  physician  and  the  health  department  chest  clinician, 
medical  health  director  or  medical  consultant  to  the  health  department  approves 
the  treatment  plans. 

Your  attention  is  drawn  to  the  availability  of  the  attached  "Individual 
Tuberculosis  Report"  card  which  may  be  of  help  in  obtaining  information  from 
outside  physicians  for  reporting  purposes.  Supplies  of  the  card  are  available  upon 
request  from  this  office.  Also,  see  memo  of  August  6,  1975,  copy  attached. 

Please  note  that  no  anti-tuberculosis  drugs  should  ever  be  supplied 
to  a  patient  without  a  current  written  order  or  prescription  being  on  file  in  the 
health  department.  Physician  orders  for  drug(s)  must  be  renewed  at  least  every 
six  months.  You  are  urged  to  limit  the  authority  for  handing  over  anti-tuberculosis 
drugs  to  one  or  more  public  health  nurses  who  should  satisfy  themselves  each 
time  that  (1)  current  physician  orders  are  on  file,  (2)  the  medication  container 
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is  properly  labelled,  (3)  the  patient  is  aware  of  possible  side  effects  and 
knows  what  to  do  if  any  should  occur  and  (4)  the  patient  is  not  overdue  for 
follow-up  examination  by  whichever  physician  it  is  who  is  providing  medical 
supervision.  Appropriate  entries  must  be  made  in  the  anti -tuberculosis  drug 
record  book  covering  each  transaction  involving  the  supply  of  anti-tuberculosis 
drugs.  It  should  be  remembered  that  the  purpose  of  these  recommendations  is 
not  to  impede  in  any  way  a  patient's  treatment  but  simply  to  try  to  make  sure 
there  are  no  slip-ups.  It  may  thus  be  necessary  to  do  some  checking  up  with  the 
supervising  physician  if  all  the  signals  are  not  clear. 

In  regard  to  the  requisition  of  supplies  of  anti-tuberculosis  drugs 
from  the  Specialty  Hospitals,  you  are  earnestly  requested  not  to  order  more  than 
you  have  need  of  to  take  care  of  your  current  caseload.  It  is  better  to  request 
small  supplies  more  frequently  than  to  engage  in  stock-piling  by  ordering  larger 
quantities  than  you  have  immediate  need  for.  These  medications  have  a  limited 
shelf  life  and  it  is  most  distressing  to  have  quantities  returned  for  replacement 
because  they  have  gone  out  of  date,  to  say  nothing  of  the  unnecessary  expense 
involved.  Every  attempt  is  being  made  to  try  to  ensure  that  supplies  of  all 
drugs  meet  state  and  federal  laws  requiring  that  they  be  packaged  in  child-proof 
safety  containers  before  being  given  to  patients. 

If  your  present  arrangements  are  not  consistent  with  this  policy, 
it  will  be  appreciated  if  you  would  take  the  necessary  steps  immediately  to 
bring  them  into  line  with  it. 

Thank  you  for  your  cooperation  and  continued  interest  in  tuberculosis 
control . 


RVB/ljb 

1+C 

ML  Uc 

cc: 

Mr. 

1  Lo 

Joe  Lennon 

Dr. 

W.  J.  Steininger 

Dr. 

Ozmer  Henry 

Dr. 

W.  B.  Wood 

Mrs 

.  Ruth  Gwyn 

DHS 

Regional  Directors 
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INDIVIDUAL  TUBERCULOSIS  REPORT 


Name 

H.O.  Numoei 

Street 

Oate  ol  Birtn 

City 

County 

1  State 

Month     /     Day     / 

Year 

Age 

S«XC  Male 
O  Female 

Race 

O  White 
O  Black 

□  American  Indian 
Q  Asian  American 

Q  Spanish  American 
□  Other  (specify) 

1.    Tuberculosis  Disease-      Q  Yes     Q  No  If  Yes,  cneck  predominant  site  b«tow    D  Reported  at 
—————————— —  time  of  death 

C  Pulmonary     □  Lymphatic  D  Genitourinary      Q  Meningeal 

Cj  Pleural  □  Bone  and/or  Joint  □  Miliary  □  Peritoneal     □  Other  (specify) 


Significant  site(s)  other  than  predominant  sits:  . 


2.    Bacteriology: 
□  Not  done 


Type  Test 
Smear 
Culture 
Not  stated 


Posltlv 

D 
□ 


negative    Pending 

a  a 

a  a 


If  culture  positive:  Q  MTo 
or  OOtner  Mycobacterium 
(specify) 


3.    Chemotherapy: 

Q  Not  on  chemotherapy 


□  On  chemotherapy  since  (date) 
□  One  drug 
C  Two  or  more  drugs 


CDC  5.2431    Rev.  9-74 


(See  Reverse) 


4.    Previous  Treatment  for  Tuberculoses  Qlseaee:  Q  Yes         O  No  O  Unknown 


5.    X-rayi         □  Normal 


O  Abnormal  O  Not  done 

□  Stable  □  Cavitary 

□  worsening  □  Noncavitary 

□  Improving 


6.    Tuberculin  test:  □  Positive  □  Negative  □  Doubtful  □  Not  done 


Reported  by: 


Date  of  Report: 


Comments: 
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STATE  OF  NORTH  CAROLINA 

Lme.  e.  holshouser.  jr  DEPARTMENT   OF    HUMAN    RESOURCES  JACOB    K°°DTcTo«  °  '    *"''"' 

Governor 

david  t.  flaherty  Division  of  Health  Services 

Secretary 

P.  0.  Box  2091  Raleigh  27602 

August  6,  1975 
MEMORANDUM  yf // 


TO:       All  Health  Directors 

FROM:      Roy  V.  Berry,  M.D.,  Head,  Tuberculosis  Control  Branch,  Epidemiology  Section 

SUBJECT:   Tuberculosis  patients  whose  treatment  is  being  supervised  by  private  M.D.'s. 

It  is  recommended  that  a  local  policy  be  established  if  it  does  not 
already  exist  designed  to  enable  health  departments  to  be  kept  fully  informed  about 
tuberculosis  patients  who  are  being  treated  by  private  M.D.'s  in  all  communities 
in  North  Carolina.   G.S.  130-113  states  in  part  that  where  there  is  no  danger  to 
the  public  or  other  individuals  as  determined  by  the  health  director,  the  tuberculosis 
patient  may  receive  treatment  at  home. 

It  is  becoming  apparent  that  treatment  of  a  number  of  tuberculosis  patients 
is  being  undertaken  by  private  physicians,  with  or  without  initial  hospitalization 
in  the  local  hospital.   It  is  also  becoming  not  uncommon  for  the  health  department 
to  be  asked  to  furnish  anti-tuberculosis  drugs  in  these  situations. 

In  the  interests  of  maintaining  adequate  standards  of  tuberculosis  control 
in  the  State,  it  is  recommended  that  an  understanding  be  reached  with  the  private 
M.D.  who  is  providing  supervision  of  treatment  in  every  case.   Adequate  statutory 
and  regulatory  authority  exists  to  support  the  existence  of  such  an.  understanding. 
The  publication  entitled  "Regulations  and  Disease  Control  Measures  Governing  the 
Control  of  Communicable  Diseases  in  North  Carolina"  should  be  consulted  for  details. 
Copies  are  available  on  request  from  Epidemiology  Section,  DHS,  Raleigh,  if  you 
do  not  have  one  on  hand. 

It  is  suggested  that  the  private  M.D.  should  be  asked  to  agree  to  the  following; 

1.  Supply  sufficient  information  about  the  case  to  enable  communicable 
disease  report  card  to  be  completed  and  filed.   This  is  required  by  G.S.  130-81. 
Also,  sufficient  clinical  information  for  proper  classification  and  coding  of 

the  case.   You  may  wish  the  physician  to  complete  an  "Individual  Tuberculosis 
Report"  card  for  his  case.  Supplies  of  this  card  are  available  from  Tuberculosis 
Branch,  DHS,  Raleigh,  Form  No.  CDC  5.24-31  Rev.  9-74.  (See  also  memo  and  guidelines 
for  the  reporting  and  verification  of  tuberculosis  cases  in  North  Carolina  dated 
June  9,  1975.) 

2.  Supply  periodic  follow-up  reports  about  patients'  progress, 
bacteriologic  status,  or  other  change  in  status  of  disease.   A  reasonable  period 
would  be  not  less  often  than  every  three  months  until  a  full  and  adequate  course 
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of  treatment  is  completed. 

3.   To  work  out  with  the  health  department  necessary  arrangements  for 
identification,  examination,  possible  preventive  treatment  and  surveillance  of 
contacts.   It  should  be  agreed  upon  in  each  situation  who  is  to  carry  out  this  work. 
If  the  private  M.D.  is  to  do  it,  results  of  his  investigations  should  be  made 
available  to  the  health  department.   If  the  health  department  is  going  to  do  it, 
these  results  should  be  made  available  to  the  private  M.D.  should  he  wish  to  have 
them.   Most  probably,  the  physician  will  expect  and  welcome  the  health  department 
taking  care  of  the  necessary  investigation  of  contacts. 

A-      To  work  out  with  the  health  department  who  will  be  responsible  for 
monitoring  for  side  effects  while  the  patient  is  taking  anti-tuberculosis 
chemotherapy.   This  responsibility  would  probably  be  accepted  by  the  private 
M.D.  himself  as  prescribing  physician.   A  note  should  be  made  on  the  patient's 
record  as  to  the  agreed  upon  arrangement. 

Either  verbal  or  written  information  from  the  private  doctor  or  his 
nurse  should  be  accepted  in  connection  with  these  working  arrangements.   It 
is  recommended  cases  treated  by  private  M.D.'s  be  included  in  the  tuberculosis  re- 
gister just  as  if  the  case  was  being  handled  by  the  health  department  through 
its  chest  clinic.  Follow-up  information  should  be  posted  to  the  register  card 
as  it  is  received  from  the  doctor.  A  note  should  be  made  in  the  remarks  section  of  the 

register  card  to  the  effect  patient  is  "Under  Medical  Supervision  of  Doctor . " 

Your  chest  clinician  should  be  asked  to  review  the  cases  periodically. 

We  may  expect  this  trend  toward  treatment  of  some  tuberculosis  cases  by 
the  private  M.D.  to  continue  in  the  future  and  it  is  very  important  that  the 
arrangements  referred  to  above  be  worked  out  in  as  amicable  a  fashion  as  possible 
and  not  become  a  source  of  friction  between  the  health  department  and  the  private 
sector  such  that  the  patient  may  lose  faith  in  both.   The  essential  requirement 
is  completion  of  an  adequate  course  of  treatment,  lasting  probably  for  at  least 
two  years. 

If  this  office  can  be  of  further  assistance  to  you  in  this  or  other 
matters  relating  to  tuberculosis  control,  please  let  us  know. 


Thank  you  for  your  continued  interest  in  tuberculosis  control. 


RVB/mpd 


cc:   Mr.  Joe  Lennon,  Assistant  Director  for  Hospital  Services,  DHS 
Dr.  Henry,  Medical  Director,  WNC  Hospital 
Dr.  Steininger,  Medical  Director,  McCain  Hospital 
Dr.  Wood,  Acting  Medical  Director,  ENC  Hospital 
DHS  Regional  Directors 
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Preventive  Services 

Besides  health  education  regarding  the  communicability  of  tuberculosis, 
these  largely  involve  the  prescribing  of  isoniazid  as  preventive 
treatment  for  such  individuals  as  close  contacts  to  infectious  cases, 
recent  tuberculin  converters  and  certain  other  persons  who  are 
infected,  i.e.,  have  a  positive  tuberculin  skin  test,  without 
evidence  of  clinically  active  disease. 

Clinic  Management 

a.  Medical  policies,  rules  or  regulations  are  needed  in  planning 
and  administering  a  clinic  program.   The  focus  is  on  the  patient, 
with  his  varied  problems  and  special  needs  to  be  met,  some  of 
which  may  seem  more  important  to  him  than  his  clinic  visit. 

b.  Sufficient  personnel  should  be  available  to  provide  efficient, 
unhurried  services  to  prevent  long  waiting  periods.  Specific 
plans  for  routing  patients  to  service  areas,  according  to  need, 
are  helpful.. 

c.  An  appointment  system  including  use  of  the  tuberculosis  register 
should  provide  for  regular  visits,  using  written  notices  or 
appointment  cards.  Plans  for  handling  medical  emergencies  should 
be  made.   If  possible,  X-rays  should  be  made  prior  to  the  clinic 
visit  unless  rapid  film  processing  is  available. 

d.  The  initiation  and  utilization  of  records  should  be  carefully 
planned,  using  any  pertinent,  pre-existing  and  current  information 
available  for  the  physician  and  others  involved,  including 
reporting,  referral  and  clinic  evaluation. 

Clinic  Personnel 

In  addition  to  the  clinician,  two  or  more  public  health  nurses  and 
one  clerk  are  needed  to  efficiently  provide  services  to: 

a.  Privately  interview  each  new  patient  and  record  his  medical 

history,  health  status,  and  symptoms  (after  identifying  information 
has  been  obtained  by  the  registration  clerk).   Patients  currently 
being  seen  in  the  clinic  should  be  queried  for  any  changes  in  their 
health  status  since  the  last  visit  and  such  pertinent  changes 
recorded.  Especially  important  is  the  occurrence  of  any  side 
effects  from  anti-tuberculosis  drugs  being  taken  and  whether  or  not 
the  prescribed  anti-tuberculosis  drugs  have  been  ingested  as  ordered 
since  the  previous  check.   Also  record  recent  illnesses  and  private 
medical  care,  other  drugs  (steroids,  insulin,  etc.)  being  taken, 
work  status  or  other  health  related  matters  which  the  attending 
physician  needs  to  know.   Particular  attention  is  called  to  the 
Tuberculosis  Epidemiological  Record  which  accompanies  films  sent 
from  the  local  health  departments  to  physicians  for  reading  (and  in 
clinics)  with  no  tuberculin  test  results  recorded,  or  with  only  a 
record  of  the  test  having  been  given  on  the  day  the  film  was  made 
but  with  no  record  of  the  test  results.   Unless  it  is  an  emergency 
situation,  the  film  should  be  held  until  the  test  is  given,  read,  and 
recorded,  then  sent  to  the  physician  for  reading  unless  it  is  a 
diagnosed  case. 
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Such  a  procedure  would  help  the  physician  a  great  deal  in  making 
intelligent  and  specific  interpretations  and  recommendations  to 
health  departments  in  follow-up  patient  care.   This  need  has 
repeatedly  been  expressed  by  some  clinicians  who  are  much  involved 
in  reading  films  for  local  health  departments.   The  clinician  is 
often  far  removed  from  the  health  department  and  the  patient 
when  he  reads  the  films  and  at  a  disadvantage  when  information 
is  lacking.  Socio-economic  and  pertinent  emotional  factors  need 
to  be  recorded,  in  the  absence  of  a  social  worker.   A  copy  of  the 
Tuberculosis  Epidemiological  Record  with  instructions  for  using 
it  is  found  on  pages  31  and  32. 

b.  Ensure  that  all  reports  of  tuberculin  tests  (antigen,  method, 
exact  measurement,  date(s)),  sputum  examinations,  X-ray  films, 
medical  referrals,  hospital  reports  or  other  correspondence, 
and  pertinent  field  nursing  information  are  readily  available 
for  the  clinic  physician  and  other  appropriate  personnel. 

c.  Assist  physician  and  review  medical  recommendations,  treatment 
plans,  and  control  measures  with  patient/family  and  ensure  two- 
way  communication  of  such  information  to  nursing  service  respon- 
sible for  home  visiting. 

d.  Aid  in  proper  drug  administration  and  monitoring  according  to 
written  medical  orders.  Secure  drug  renewal  orders  at  least 
every  six  months. 

e.  If  a  state  chest  hospital  physician  holds  the  clinic,  a  list  of 
ex-hospital  patients,  including  the  hospital  patient  number, 
should  be  sent  to  the  involved  hospital  several  days  before 
the  clinic  date  so  the  clinician  can  bring  with  him  the  patient's 
record  and  X-rays. 

Clinic  Standards 

Generally  speaking,  the  Tuberculosis  Control  Branch,  Division  of  Health 
Services  endorses  the  recommendations  of  the  American  Lung  Association 
as  they  pertain  to  clinic  standards  for  tuberculosis  with  some 
modifications.   These  modified  recommendations  may  be  used  as  guidelines 
in  the  absence  of  medical  service  policies.   Refer  to  "The  TB  Clinic", 
National  Tuberculosis  Association,  1967,  (pps.  22-24-.)   They  are: 

"a.   History  and  physical  examination  on  each  patient  at  time  of 
admission  to  clinic. 

b.  Physician  interview  with  each  patient  (or  parent  of  child)  at  time 
of  initial  diagnosis  for  purpose  of  informing  patient  of  diagnosis, 
discussion  of  prognosis  and  of  treatment  required  including 
explanations  of  possible  adverse  side  effects  of  anti-tuberculosis 
drugs  prescribed. 

c.  Physician  interview  with  the  spouse  or  responsible  family  member 
at  time  of  initial  diagnosis  for  purpose  of  interpreting  diagnosis, 
treatment,  etc.,  as  necessary. 

d.  Physician  interview  with  each  patient  at  the  time  of  any  significant 
change  in  diagnosis,  prognosis,  or  treatment. 
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Return  Film  to  County 
Health  Department 


■  L»»t) 


(Flrat) 


(Middle  or  maiden) 


RjSS 


li  ADDRESS  OF  PATIENT'S  PHYSICIAN 


AGE 


DATE  OF  BIRTH 


SEX 


RACE 


□    White  □    Blade 

CZ)    Am.  Indian           LJ    Other 
specify: ■ 


COUNTY 


FILM  NO. 


DATE 


ratlent  presently  under  ACTIVE  SURVEILLANCE  for  tuberculosis? 
Ks,  check  LJ  Case  LJ  Contact  I I  Suspect 


1 I  Tuberculin  Reactor 


■T  HISTORY  of  tuberculosis? 

■  Pulmonary  I I    Non-Pulmonary  -  specify  site  (a): 

V  diagnosed:     Where  treated:   


LJ    Atypical 


Hospital  No.  if  known: 


On  Chemotherapy •  specify  current  anti-tb  drug  orders: 


1 1    Not  on  Chemo 


Prescribing  M.D.  or  Hospital 


■  ory  of  recent  CONTACT    (past  12  months)  with  a  case  of  tuberculosis?        i 1  I 1 

I  I I     Close  I I     Casual 

»ce  case  Info      Name:   LJ  Pul       LJ  Non-put  Date  diagnosed: 

£j  Hospitalized       I I     Not  Hospitalized  If  hospitalized,  date  admitted  and  where:  

Mllmonary,  Q    Minimal      LJ    Advanced       LJ    Cavitary     LJ    Unknown  Bacteriology: 


□   Pos     LJ   Nag     LJ 


Unk 


■JST  X-RAY  previously? 
)  t  of  latest:    


Where: 


KTERIOLOGY  TEST  within  past  6  months? 

De:  Lab:     


Sputum 


□ 


Other 


Result(s): 


fUERCULIN  SKIN  TEST 
Ms:  


CD   Man 


□ 


Other-  specify: 


.  Result: 


low  positive  and  previously  had  a  negative  or  doubtfully 
p  itlve  reaction,  enter  date,  type  and  size  of  this  reaction: 


YES 


YES 


YES 


YES 


NO 


NO 


NO 


Check  here  if 
apparent 
conversion 
during  past 
18    months 


IMER  RELEVANT  INFORMATION:  If  patient  not  under  active  surveillance  for  tuberculosis,  state  reason  for  present  examination.  State  If  patient  is  pregnant, 
i  jetlc,  alcoholic,  is  on  long  term  steroid  or  cytotoxic  drug  therapy,  or  haa  had /having  any  signs  or  symptoms  of  Intolerance  to  anti-tb  drug  therapy.  Detail  any 
font  cheot  symptoms  or  history  of  other  serious  Illness.  State  if  patient  presently  on  INH  preventive  treatment  or  If  has  been  previously  treated,  give  dates  and 
flatlon  of  therapy. 


CHEST  FILM  AND/OR  CLINICAL  IMPRESSION 

linen.  . .    Suspected  Pulmonary  and/or  I .    No 

»g.  I 1    ACTIVE  TB  1 1    Pleural  scarring  I I    Change 


Tech. 

I I    Unsat. 


Diagnosis 

I I    Reserved 


I j    Evidence  of 

I I   Op.  Procedure 


PULMONARY  TUBERCULOSIS 


■  e  Improving  Worsening 

□  □ 

lial  Advanced  Cavitary 

□  □ 

cal  1 |  Runyon  Grp:  


Hosp. 
OPD  Eval 

bfast 


□ 
□ 

mo    I I 

»B  Exam  (x3)  LJ 

I  *ay mo    1       1 

>'■  Chest  Clinic       LJ 


EXTRA-PULMONARY  TB 


Specify   site  (s)  . 


SURVEILLANCE    BY  H.  D.  (TB  ONLY) 


ACTIVE 
(Rx.  indicated,  in  progress 
flt/or  close  follow-up  re- 
quired) 


PASSIVE 
(Rx.  not  indicated,  adequate- 
ly treated  flt/or  followed  up) 

□ 


NON-TB  PATHOLOGY 


Cardiac  enlargement  I 1  Suspected  Neoplasm  I 1 

C/T  ratio:  

Other  (Specify  below     I 1 

Other  cardlo-vasc       I I  under  Remarks) 


Follow-up 


by  patient's  physician  indicated    I 1 


REMARKS.  RECOMMENDATIONS.  DRUG  THERAPY  ORDERS 


"Form  1030  Rev.  3/75 
Mfculosls  Control 


Signed: 


M.D. 
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INSTRUCTIONS  FOR  PREPARING  EPIDEMIOLOGICAL  FORM 
DHS  Form  1030  (Rev.  3/75) 


USE:  For  use  by  local  health  departments  for  tuberculosis  cases,  contacts, 
suspects  or  tuberculin  reactors  under  surveillance  and/or  preventive 
treatment  and  for  all  other  persons  requiring  evaluation  for  the 
presence  or  absence  of  tuberculosis. 

PURPOSE:  To  summarize  and  convey  essential  clinical  information.  May  also 
serve  as  a  clinic  record. 

PREPARATION:  Prepared  in  triplicate  down  to  double  line  by  local  health 
department.  Section  below  double  line  is  completed  by  reporting 
clinician. 

ROUTING:  To  chest  clinician  for  reporting  (retains  1  copy).  Remaining  2  copies 
for  health  department  records,  one  of  which  may  be  sent  to  patient's 
family  physician. 

RETENTION:  At  discretion  of  Health  Director  according  to  medical  significance. 
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DIVISION  OF  HEALTH  SERVICES 
TUBERCULOSIS  EPIDEMIOLOGICAL  RECORD  INSTRUCTIONS 
DHS  Form  1030  Rev.  3/75 

General :  For  use  by  local  health  departments  for  tuberculosis  cases,  contacts,  suspects 
or  tuberculin  reactors  under  surveillance  and/or  preventive  treatment  and  for  all 
other  persons  requiring  evaluation  for  the  presence  or  absence  of  tuberculosis. 

Purpose  and  Preparation:  Health  departments  prepare  in  triplicate  down  to  the  double 
line.  The  form  serves  to  summarize  and  convey  salient  clinical  information  to 
accompany  a  chest  X-ray  film  for  interpretation  and  disposition  of  the  case  by  the 
chest  clinician  who  may  be  either  remote  from  the  health  department  or  in  attendance 
at  the  department.  It  may  also  serve  as  a  clinic  record.  When  forwarded  to  a 
Specialty  Hospital,  one  copy  will  be  retained  by  the  Hospital  and  the  remaining  two 
copies  with  the  reporting  clinician's  recommendations  on  the  lower  portion  of  the 
form  will  be  returned  to  the  health  department.  Usually  the  film  will  also  be 
returned  at  the  same  time  although  occasionally  the  Hospital  may  hold  it  pending 
admission  or  attendance  of  the  patient  at  the  Out-Patient  Department  of  the  Specialty 
Hospital.  For  patients  being  serviced  by  private  M.D.'s  or  V.A.  and  Military  Hospitals, 
use  of  this  form  may  not  be  practicable.  However  the  health  department  in  whose 
jurisdiction  the  patient  resides  should  satisfy  itself  such,  patients  are  followed 
up  in  a  manner  consistent  with  health  department  program  standards. 

Frequently  the  public  health  nurse  will  need  to  assist  the  clerk  in  completing 
questions  1  through  7.  In  any  case,  the  nurse  must  always  verify  the  accuracy  and 
completeness  of  responses  to  the  questions.  The  information  should  be  provided  from 
the  patient's  record  and/or  from  the  patient  or  parent/guardian,  if  a  child,  if  no 
records  are  on  file.  It  is  essential  all  of  the  relevant  information  asked  for  be 
furnished  if  the  reporting  clinician  is  to  arrive  at  a  proper  disposition  and  make 
the  correct  recommendations  including  possible  anti-tuberculosis  drug  orders  for  the 
patient.  Invariably,  the  clinic  record  and  previous  X-rays  should  also  be  available 
to  assist  the  clinician  in  arriving  at  an  appropriate  disposition. 

Chest  Film  Impression  and  Recommendations:  This  section  is  completed  by  the  reporting 
clinician  who  will  check  the  appropriate  boxes  according  to  findings.  Any  amplifying 
remarks  or  instructions  about  follow-up  and  drug  therapy  orders  will  be  written  in  the 
space  provided.  Reporting  clinicians  are  requested  to  indicate  whether  in  their  opinion 
such  individual  they  are  reporting  upon  should  be  maintained  under  Active  or  Passive 
Surveillance  by  the  health  department  according  to  the  criteria  shown  under  the  active 
and  passive  surveillance  blocks  on  the  lower  portion  of  the  form.  Such  disposition 
will  be  invaluable  and  will  indicate  to  the  health  department  the  type  services  it 
should  provide  for  the  individual.  Active  surveillance  imposes  mandatory  responsibility 
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on  the  health  department  for  doing  their  utmost  to  see  to  it  the  patient  complies  with 
the  recommendations  in  order  to  protect  the  health  of  the  community.  Passive  surveil- 
lance implies  no  significant  threat  exists  on  account  of  tuberculosis  either  to  the 
patient  or  the  community  and  no  steps  on  the  part  of  the  health  department  to  attempt 
to  enforce  compliance  with  any  recommendations  made  is  necessary.  However,  any 
recommendations  made  by  the  clinician  under  circumstances  of  passive  surveillance, 
e.g.  follow-up  chest  X-ray  in  12  months,  should  be  communicated  to  the  patient  for 
voluntary  compliance  if  he  will  on  his  own  responsibility.  Any  person  prescribed 
curative  or  preventive  treatment  with  anti -tuberculosis  drugs  will  automatically  be 
under  active  surveillance  as  will  close  contacts  whether  prescribed  isoniazid  or  not 
for  up  to  12  months  following  date  of  last  exposure.  Following  receipt  of  the 
clinician's  recommendations,  the  public  health  nurse  will  need  to  work  closely  with 
the  clerk  responsible  for  tuberculosis  records  to  ensure  these  are  recorded  and  acted 
upon.  It  will  be  a  nursing  responsibility  however  to  ensure  they  are  followed  through 
on  and  a  workable  system  must  be  established  between  clerk  and  nurse  to  serve  the 
patient's  best  interests. 

Retention:  At  discretion  of  local  health  director  in  accordance  with  medical 


significance. 
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e.  Physician  interview  with  patient  on  each  visit  to  clinic  for 
patients  who  are  under  active  surveillance  for  tuberculosis. 

f .  Physician  (and/or  nursing)  interview  at  least  once  a  month  for 
the  first  three  months  of  treatment  and  thereafter  at  least 
once  every  six  months  for  persons  receiving  preventive  drug 
therapy. 

g.  Physician  review  of  diagnosis  and  recordings  in  chart  at  least 
once  every  six  months  for  tuberculosis  patients  and  suspects 
under  active  surveillance. 

h.   Physician  review  of  treatment  regimen  and  recordings  in  chart 
at  least  once  every  six  months  for  all  patients  receiving  anti- 
tuberculosis drugs. 

i.  Provision  of  assistance  to  all  patients  in  the  clinic  in  obtaining 
emergency  medical  care  when  needed,  at  least  to  the  extent  of 
providing  patient  with  information  regarding  available  emergency 
services,  phone  numbers  for  obtaining  service,  etc. 

j .  Provision  of  specialty  service  to  clinic  patients  through 

consultation  available  in  the  clinic  or  by  referral  to  other 
agencies. 

k.  Regular  intramural  conferences  between  physician  and  other  pro- 
fessional and  related  staff  on  each  patient  while  under  active 
surveillance  for  tuberculosis. 

1.   Physician  to  be  responsible  for  regular  medical  reports  on  all 
patients  to  outside  physicians,  hospitals,  clinic,  and  other 
agencies. 

m.  Physician  responsible  for  review  of  all  chest  X-rays  on  clinic 

patients  and  review  of  all  laboratory  and  other  medical  reports." 

Authorization  for  Release  of  Medical  Information 

Authorization  (signed  by  the  patient  or  his  representative)  is  now 
required  by  some  government  and  private  hospitals,  institutions,  etc., 
before  releasing  medical  information  on  patients  for  whom  they  have 
provided  medical  services  (in  hospital,  private,  or  out-patient  basis). 

It  is  suggested  that  this  procedure  be  used  where  local  health  depart- 
ments have  difficulties  in  securing  medical  reports  for  follow-up 
supervision  or  concurrent  information  on  tuberculosis  patients. 

It  is  recommended  that  each  health  department  develop  a  form  for 
requesting  the  release  of  confidential  medical  information  in  cooperation 
with  their  county  attorney  to  meet  their  needs. 

A  similar  release  of  medical  information  form  regarding  health  depart- 
ment records  to  be  released  to  another  non-health  agency  or  individual 
is  recommended,  also  in  cooperation  with  their  county  attorney. 
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The  Tuberculin  Test 

The  tuberculin  test  is  a  technique  of  intracutaneous ly  introducing 
tuberculin  antigen  into  the  skin  for  the  identification  of  tuberculosis 
infection.   If  given,  read,  and  recorded  correctly,  it  can  be  of  much 
value  in: 

1.  Differential  diagnosis 

2.  Contact  examination  and  treatment 

3.  Determining  the  need  for  prophylactic  drug  treatment  for  infected 
individuals 

U*     Measuring  prevalence  of  infection  among  the  population 

5.  Evaluating  and  planning  tuberculosis  control  programs 

If  time  and  facilities  do  not  permit  complete  follow-up,  screening  by 
means  of  the  tuberculin  test  is  of  minor  value.   It  is  strongly  urged 
that  screening  be  limited  to  coincide  with  the  amount  of  nursing  time 
available  to  ensure  prompt  epidemiological  home  visits  to  reactor's 
families  —  the  key  factor  in  finding  source  cases  of  identified  reactors. 
This  is  highly  relevant  to  School  Skin  Testing  Programs,  particularly 
school  enterers,  where  the  child's  associates  are  more  limited  and  his 
environment  is  fairly  circumscribed.   The  thoroughness  of  the  epidemiological 
investigation  of  confirmed  positive  reactors  is  of  vital  importance. 
There  is  no  adequate  substitute  for  skilled  nursing  visits  in  the  search 
for  source  cases  and  to  obtain  information  needed  by  the  physician  in 
determining  the  management  of  identified  positive  reactors. 

Where  multiple-puncture  methods  are  used,  re-testing  by  the  Mantoux 
method  is  highly  recommended  for  doubtful  positives,  confirming 
the  positive  reactors  and  eliminating  the  need  for  follow-up  on  the 
remainder.  This  would  save  time  in  associate  follow-up,  avoid  unnecessary 
X-raying,  and,  indeed,  the  physician's  time  spent  in  unnecessary  film 
reading. 

The  Mantoux  method  is  recommended  for  testing  close  contacts  to  new 
cases.  Also,  if  a  tuberculin  skin  test  is  going  to  be  given  close 
to  the  time  of  measles  vaccine,  it  should  either  precede  (or  be  given 
at  the  same  time)  as  the  measles  vaccine.  Failing  this,  an  interval  of 
at  least  6-8  weeks  should  elapse  after  measles  vaccine  before  the  skin 
test  is  done.   This  is  because  there  is  some  evidence  that  viral  infections 
or  viral  vaccines  may  temporarily  depress  tuberculin  hypersensitivity. 

Tnere  are  three  intracutaneous  techniques  of  applying  the  tuberculin  test 
presently  in  general  use : 

1.  Mantoux 

2.  Jet  injection 

3.  Multiple -puncture  methods 
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The  Mantoux  test  is  recommended  whenever  the  most  accurate  control  of 
dosage,  consistency,  and  reliability  of  results  are  desired.   Jet 
injection  and  multiple-puncture  methods  are  used  for  survey  and  screening 
purposes  and  are  not  recommended  for  diagnostic  study. 

Suggested  Testing  Procedures 

1.   Mantoux  test 

Disposable  tuberculin  syringes  (lcc)  with  3/8  inch  26  gauge  needles 
are  recommended.   The  antigen  used  is  intermediate  strength  PPD, 
Tween  stabilized,  (5  T.U.)  l/lO  cc,  unless  otherwise  ordered.  The 
volar  or  dorsal  surface  of  the  forearm,  about  2g   inches  below  bend 
in  elbow,  is  cleansed  with  acetone  or  alcohol  and  allowed  to 
thoroughly  dry.   The  injection  should  be  made  just  beneath  the  surface 
of  the  skin  (intracutaneously)  with  the  needle  bevel  upward.   A 
discrete,  pale  elevation  of  the  skin  (a  wheal),  6  mm  to  10  mm  in 
diameter  should  be  produced  when  properly  administered. 

If  the  injection  is  given  deep  or  part  of  the  antigen  is  lost, 
repeat  the  test  at  another  site  at  least  2  inches  away,  using  a 
fresh  syringe  and  needle. 

Read  the  test  in  48-96  hours.  The  basis  of  reading  is  the  presence 
or  absence  of  induration  (not  redness)  which  may  be  determined 
by  inspection  and  gentle  palpation  with  the  finger.   The  margin 
of  induration  may  be  marked  with  a  ball  point  pen  for  easier 
measurement.   Measure  any.  induration  to  nearest  millimeter  (mm) 
of  the  largest  tranverse  diameter.  Record,  for  example,  16  mm, 
8  mm,  or  0  mm,  if  no  induration. 

Interpret  test  results  and  follow-up  according  to  your  local  medically 
approved  policies. 

Refer  to  1974  edition  of  "Diagnostic  Standards  and  Classification  of 
Tuberculosis  and  Other  Mycobacterial  Diseases",  pps.  17-21,  American 
Lung  Association. 

2.  Jet  Injection  method 

This  method  uses  a  jet  gun  to  deliver  the  prescribed  dose  of 

tuberculin  (5  T.U.  in  0.1  ml)  intracutaneously  under  high  pressure. 

When  properly  used,  the  jet  gun  should  deliver  0.1  ml  into  the 

dermis  producing  a  wheal  6  mm  to  10  mm  in  diameter.   The  test 

is  given  and  read  according  to  the  instructions  of  the  manufacturer 

and  is  used  for  survey  and  screening  purposes.   Interpretation 

and  follow-up  should  be  based  on  local  medically  approved  policies. 

3.  Multiple-puncture  methods 

a.  Sterneedle    (Heaf) 

b.  Tine 

c.  Mono- Vac c 
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These  tests  introduce  tuberculin  into  the  skin  by  puncture  either 
with  an  applicator  with  points  coated  with  dried  tuberculin  or  by 
puncturing  through  a  film  of  liquid  tuberculin.   All  of  these  tests 
presently  use  concentrated  tuberculin  with  no  way  to  standardize 
the  amount  of  tuberculin  introduced  into  the  skin.   These  are  intended 
to  be  used  for  screening  purposes. 

Give  and  read  according  to  instructions  of  the  manufacturer  of 
the  test. 

Follow-up  as  indicated  according  to  local  medically  approved  policies . 

For  more  details  refer  to  above  mentioned  resource  material. 

a.  Sterneedle  (Heaf)  test 

The  sterneedle  gun  is  a  multiple-puncture  apparatus  for  rapid 
intra-dermal  testing.  Six  prongs  contained  within  the  Sterneedle 
cartridge  mechanically  penetrate  the  skin  through  a  previously 
applied  film  of  concentrated  PPD. 

Do  not  use  regular  PPD  as  is  used  with  Mantoux  technique.   Needle 
puncture  and  withdrawal  is  automatic.  Tests  are  given  and  read 
according  to  the  instructions  of  the  manufacturer. 

b.  Tine  test 

This  is  a  complete  test  in  one  unit  —  pull*  press,  and  discard. 
Each  sterile  unit  is  a  plastic  holder  containing  a  stainless  disc 
with  U   tines  which  have  been  coated  with  Old  Tuberculin  and  dried. 
Tests  are  given  and  read  according  to  instructions  from  the 
manufacturer. 

c.  Mono-Vacc  test 

Tnis  test  consists  of  a  sterile,  disposable  multiple-puncture 
scarifier  with  concentrated  Old  Tuberculin  on  the  nine  prongs  of 
a  plastic  ring.  Administer  and  read  according  to  instructions  from 
the  manufacturer. 

A  copy  of  instructions  from  the  respective  manufacturer  should  be 
available  to  each  staff  nurse  and  in  areas  where  tests  are  given 
and  read. 

Follow-up  on  multiple-puncture  testing  should  be  done  according 
to  local  medically  approved  policies. 

Tuberculin  Skin  Testing  of  School  Age  Children 

The  routine  skin  testing  of  all  school  age  children  in  certain  selected 
grades  as  a  permanent  pre-determined  activity  on  an  annual  basis  is  no 
longer  recommended  due  to  low  prevalence  of  tuberculosis  in  most  areas, 
and  low  yield  of  reactors  commensurate  with  time,  money  and  effort 
expended.   Periodic  occasional  surveys  of  certain  segments  of  the 
population  are  however  recommended.   These  would  include  all  age  groups 
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resident  in  any  localized  areas  of  high  incidence  in  a  community  as  a 
direct  casefinding  tool,  and  older  school  children,  e.g.,  ninth  graders, 
to  monitor  the  prevalence  of  disease  in  the  community. 

Tuberculin  Skin  Testing  of  Pre-School  Age  Children 

Routine  tuberculin  testing  of  pre-school  age  children  between  the  ages  of 
1  and  6  years  is  recommended  in  all  areas  for  all  such  children  who 
attend  the  health  department  for  other  services,  especially  if  there  is 
a  family  history  of  tuberculosis.   If  this  activity  is  not  reaching 
many  of  the  children  in  the  community  or  recent  skin  testing  among  first 
graders  indicates  a  level  of  positivity  in  excess  of  1%,   then  a  routine 
program  of  testing  all  first  graders  in  the  community  schools  should  be 
followed,  at  least  for  a  time  until  the  positivity  rate  settles  below 
0.5%>     Similarly,  if  periodic  surveys  of  older  school  children  in  the 
ninth  grade  indicates  a  positivity  rate  above  2.5%,  this  would  reinforce 
the  need  for  continuing  and  expanding  testing  among  preschoolers. 

Sputum  Examinations  for  Mycobacterium 

Value  of  sputum  examinations : 

1.  Important  in  making  a  diagnosis. 

2.  A  guide  to  physicians  in  treatment. 

3.  A  guide  in  determining  precautionary  measures  needed. 
4-.  Evaluation  of  patient's  progress. 

5.  Measure  of  communicability. 

Acceptable  tuberculosis  control  practices  would  call  for  sputum  examinations 
(three  consecutive  early  morning  specimens)  to  be  carried  out  on  all 
newly  diagnosed  cases  of  pulmonary  tuberculosis  at  monthly  intervals 
for  the  first  three  to  six  months  of  treatment.  Sputum  examinations 
may  be  necessary  at  other  times  in  cases  where  treatment  may  be  failing 
or  if  the  clinician  so  recommends. 

Suggested  Procedures 

1.   Instruct  the  patient  and/or  family  in  correctly  collecting  sputum 
specimens  as  follows : 

a.  Sputum  is  material  coughed  up  from  the  lung;  it  is  not 

saliva  or  post-nasal  material.  Make  sure  that  patients  understand. 

b.  A  series  of  single  specimens  collected  on  three  successive 
mornings  (preferably)  is  considered  best. 

c.  Teach  the  patient  to  expectorate  directly  into  sputum  bottle 
which  should  be  1/3  full.  A  paper  tissue  may  be  held  around 
the  bottle  to  avoid  getting  the  sputum  on  the  outside  of  the 
bottle.  Be  sure  that  lip  of  bottle  is  thoroughly  dry  before 
replacing  bottle  cap.  This  helps  prevent  leakage.  Screw  cap 
on  tightly. 
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d.  Place  bottle  in  container  according  to  directions  (from  the 
Division  of  Health  Services  Laboratory)  with  the  appropriate 
completed  forms  enclosed. 

e.  Collect  specimens  early  in  week,  if  possible.   Mail  immediately, 
if  sent  to  the  Division  of  Health  Services  Laboratory,  to  avoid 
a  weekend  "lay-over"  in  the  mail. 

f.  Record  report  on  patient's  record  and  notify  appropriate  personnel, 
especially  the  doctor  if  the  test  result  is  positive. 

The  following  is  included  for  additional  information. 

SPECIMENS  SUBMITTED  TO  THE  STATE  LABORATORY 

In  order  to  diagnose  tuberculosis  in  a  patient  with  a  positive  skin 
test  or  X-ray,  to  follow  a  known  case,  and/or  to  follow  up  on  contacts, 
a  sputum  specimen  or  series  of  specimens  must  be  examined  by  a  laboratory. 
Other  exudates  such  as  urine,  spinal  fluid,  chest  fluid,  gastric 
washing,  are  also  examined  if  requested  by  the  physician.   As  in  all 
laboratory  examinations,  the  accuracy  of  the  report  is  directly  dependent 
upon  the  quality  of  the  specimen  submitted.   It  is  suggested  that  the 
instructions  for  submitting  specimens  as  given  in  the  Laboratory  Services 
manual  printed  by  the  Laboratory  Section  of  the  Division  of  Health 
Services  be  consulted.   Copies  may  be  obtained  by  writing  to  the  Laboratory 
Section,  P.  0.  Box  28047,  Raleigh,  North  Carolina  27611. 

Most  of  the  problems  and  questions  encountered  in  the  relationship 
between  the  laboratory  and  the  nurse  fall  into  three  general  categories: 
(l)  Collection  and  Handling  of  the  Specimen,  and  (2)  Information  required 
for  the  Report  Form  and  (3)  Clarification  of  the  Report  Form. 

1.   Collection  and  Handling  of  Specimens 

Please  use  the  Sputum  kit  obtainable  through  the  Mailing  Room  at 
the  above  address. 

a.  Type  of  specimen  - 

Patients  should  understand  exactly  the  type  of  specimen  to 
send.   Urine  and  stools  are  often  received,  although  sputum 
is  requested.   Stool  specimens  are  not  examined  at  all  and 
urine  only  if  specifically  requested;  therefore,  the 
laboratory  will  usually  report  these  specimens  as  unsatisfactory. 

b.  Amount  of  specimen  - 

At  least  5  ml  but  not  over  10  ml  of  sputum  is  desired. 
Varying  amounts  of  other  exudates  are  satisfactory,  dependent 
upon  the  source,  i.e.,  urine  -  50  ml. 

c.  Container  - 

The  cap  of  the  plastic  tube  must  be  placed  on  securely  to 
prevent  leakage.   If  leakage  occurs,  the  laboratory  will 
report  the  specimen  as  unsatisfactory. 

d.  Identification  Form  #1247  - 

An  identification  form  should  be  included  with  each  specimen. 
The  form  should  be  placed  between  the  two  cardboard  containers 
of  the  kit.   Do  not  place  the  form  around  the  plastic  tube. 
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e.   Mailing  specimens  - 

Specimens  should  be  mailed  immediately.   Do  not  hold 
specimens  over  a  long  period  of  time  as  this  can  result  in 
other  bacteria  overgrowing  the  TB  organisms  and  lessen 
the  chances  of  isolating  mycobacterial  organisms  on  culture. 
First  class  postage  is  required. 

2.   Identification  Form  DHS  Form  1247  (Revised  1/%) 

The  new  form  for  Mycobacterium  Tuberculosis  consists  of  one  and 
one-half  pages,  the  top  half  page  (Smear  Report)  and  the  bottom 
full  page  (Culture  Report).   Please  supply  the  following  information 
on  the  upper  half  ONLY. 

1.  Patient  Name 

2.  Patient  Address 

3.  Return  address  of  submitting  agency 

4.  Mark  appropriate  block  to  indicate 

(a)  source  of  specimen 

(b)  drug  therapy  and  types  of  drugs  prescribed 

The  remaining  spaces  are  for  State  Laboratory  use  only. 


MYCOBACTERIUM  TUBERCULOSIS 

AND 

OTHER  MYCOBACTERIA 

DHS  FORM  1247     {Rev    1761 

ST^fEAR         N.C.  Dept.  ol  Human  Resources 
IMPORT        Division  ol  Health  Services 
(Culture  Report    Laboratory  Section 
Will  Follow)       P.O.  Box  28047 

Raleigh,  North  Carolina    27611 

DATE  RECEIVED         state  lab  number 

PATIFNT 

addrfss 

SOURCE 

SPUTUM                     D  D         Th 

D  Natural        n  N0NE          n  EMB 

n  S™       n  INH          D  RMP 
□  urine           n  PAS 

□   OTHER               U  PAb               U 

RETURN  ADDRESS 

MICROSCOPIC  REPORT          (STATE  LAB 

USE  ONLY) 
ACID  FAST  BACILLI 

r-,  _                                       □  <  1  Per  Field 

nuTr        h                       D  1-10  Per  F,eld 
□  Not  Found                        Q  >  1Q  per  Reld 

Zip  Code 
PLEASE  PRINT  CAREFULLY 

Smear  Report: 

The  results  of  the  microscopic  examination  are  recorded  on  the  top 
half  page  of  Form  #1247.   This  report  is  returned  to  the  submitting 
agency  usually  within  24  hours  upon  receipt  of  the  specimen. 
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Culture  Report: 

The  culture  results  are  recorded  on  the  bottom  full  page  of  Form 
#1247.   This  report  is  returned  to  the  submitting  agency  at  a 
minimum  of  six  (6)  weeks. 


MYCOBACTERIUM  TUBERCULOSIS 

AND 

OTHER  MYCOBACTERIA 

DHS  FORM   1247     (Rev    1.76) 

^T„^.IT„_     N.C.  Dept.  of  Human  Resources 
CULTURE      „.  .           .  f,     ...   „ 
nconDT        Division  of  Health  Services 

KJbrUKl 

Laboratory  Section 

P.O.  Box  28047 

Raleigh.  North  Carolina    27611 

DATE  RECEIVED         state  lab  number 

PATIFNT 
ADDRFRS 

SOURCE 

SPUTUM                      i—i  r-. 

n,           ,                   □  Drug  Therapy? 
D  Natural         n  NONE           D  EMB 

n  £ i"d"°ed        n  INH                □  RMP 

□  GASTRIC           □  SM                n 

□  URINE                 g  ™s               ^   " 

D   OTHER          -     U  PAb               U  

RETURN  ADDRESS 

MICROSCOPIC  REPORT          (STATE  LAB 

USE  ONLY) 
ACID  PAST  BACILLI 

„  ,_                                       □  <  1  Per  Field 

°  r°Url                                D  1-10  Per  Field 
D  Not  Found                        n  >  10  per  F.e|d 

Zip  Code 
PLEASE  PRINT  CAREFULLY 

LABORATORY  REPORT 

DO  NOT  WRITE  BELOW  THIS  LINE 

IDENTIFICATION 

□  No  growth 

DRUG  SUSCEPTIBILITY  TESTS 

G  DIRECT                 □  INDIRECT 

SPECIMEN  UNSATISFACTORY 
BECAUSE 

D  M.  tuberculosis 

DRUG 
Microgr./ml. 

Growth'  at  Dils 

Percent 
of  Pop 

□  Contaminated 

□  M.  bovis 

□  M.  kansasu 

Control    0.0 

Lj  Leaked  in  Transit 

□  RUNYON  GROUP  II 

INH            0  2 

D  Improper  Container 
□  No  Information 

Scotochrornogen 

INH            1.0 

□  M.  scrofuiaceum 

□  M.  gordonae 
□ 

□  RUNYON  GROUP  III 
Non-Photochromogen 

□  M.  avium  complex 

□  M.  terrae  complex 

□  M.  gastn 

□  M.  triviale 

n 

□  RUNYON  GROUP  IV 
Rapid  Growers 
□  M.  fortuitum  com- 
plex 

G  Unclassified 
□ 

SM            2  0 

EMB          5.0 

EMB       10.0 

RMP          1.0 

'Number  of  Colonies 

4^   =  500                    3+  =  200-500 
2+   =  100-200             1+    =     50-100 
<  50  recorded  and  followed  by 
"C",  as  10C  =  10  Colonies 

a 

Interpretation  of  Form  #1247 

A.  MICROSCOPIC  REPORT 

( )  Found  -  indicates  the  presence  of  acid-fast  organisms  in 

the  smear. 
(.)  Per  Field  -  indicates  the  approximate  number  of  acid-fast 

organisms  seen  per  microscopic  field. 
()  Not  Found  -  indicates  the  absence  of  acid-fast  organisms  in 

the  smear. 

B.  IDENTIFICATION 

()  No  Growth  -  if  at  the  end  of  six  weeks  the  culture  exhibits 
"no  growth",  this  block  is  marked. 
If  growth  occurs  the  organism  is  identified  and  the  results 
marked  in  the  appropriate  block. 

C.  DRUG  SUSCEPTIBILITY  TESTS 

This  report  shows  the  percentage  of  bacterial  population  which  is 
resistant  to  the  concentration  of  drugs  used  for  the  test. 

1.  ()  Direct  -  indicates  direct  drug  tests  are  done  on  those 

specimens  found  positive  on  smear,  (number  of 
organisms  found  determine  the  dilutions  used)  and 
are  inoculated  directly  from  the  sputum  specimen. 

2.  ( )   Indirect  -  indicates  indirect  drug  tests  are  done  only  on 

specimens  identified  as  Mycobacterium  tuberculosis 
and  are  inoculated  from  suspensions  of  organisms 
from  cultures  using  standardized  dilution  procedures. 

Atypical  mycobacteria  and  resistant  M.  tuberculosis  specimens  can 
be  sent  to  the  Center  for  Disease  Control,  if  requested,  for 
susceptibility  testing  using  drugs  other  than  INK,  EMB,  RMP  and 
SM.  A  complete  patient  history  must  accompany  this  request. 

D.  SPECIMEN  UNSATISFACTORY  BECAUSE 

The  specimen  will  not  be  examined  if  any  of  these  blocks  are  marked. 
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Atypical  Mycobacterial  Infections 

It  is  generally  felt  that  cases  due  to  infection  with  one  or  other 
of  the  atypical  organisms  are  not  communicable  from  person  to  person. 
However,  in  the  absence  of  specific  medical  orders  to  the  contrary, 
atypical  cases  should  be  investigated  and  handled  in  the  same  way  as 
for  disease  due  to  M.  tuberculosis. 

Atypical  infection  may  coexist  with  M.  tuberculosis  and  the  two  diseases 
can  only  be  distinguished  by  special  tests  on  the  culture.   The  diseases 
caused  by  atypical  mycobacteria  closely  mimic  M.  tuberculosis  and  may 
cause  cross  reactions  to  tuberculin  tests.  Patients  suffering  from 
atypical  infections  are  usually  treated  with  anti-tuberculosis  drugs, 
though  with  greater  difficulty  than  M.  tuberculosis.  Surgical  removal 
is  sometimes  used  in  suitable  cases. 

Notification  of  Atypical  Mycobacterial  Cases 

Cases  of  atypical  disease  although  not  on  the  list  of  officially  reportable 
diseases  should  also  be  notified.  A  copy  of  the  notification  form 
of  atypical  disease  is  on  page  A3.     Supplies  of  these  forms  are  available 
through  the  Mail  Room,  Division  of  Health  Services. 
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JAMES    E.     HOLSHOUSER.    JR 
Governor 

david  t.  flaherty 
Secretary 


JACOB     KOOMEN.      M   D   .     M   P  H 
Director 
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STATE  OF  NORTH   CAROLINA 

DEPARTMENT   OF    HUMAN    RESOURCES 

Division  of  Health  Services 

P.  ().  Rnx  2091  Raleijrh  27602 


REPORT  OF  CASE  FOUND  TO  BE  DUE  TO  INFECTION  WITH  ATYPICAL  MYCOBACTERIA 


Patient's  Name: 


(Last) 


CFirst) 


(Middle) 


(Maiden  Name) 


Date  of  Report: 
Address  of  Patient; 


Age  of  Patient: 


(City) 


Sex: 


Race: 


(County) 


Date  of  Diagnosis  of  Atypical  Infection: 

Type  of  Atypical  Infection: 
(Enter  code  number  -  see  below) 


Reported  by: 

321 

Pulmonary  infe 

322 

ii                  ii 

323 

it                  n 

324 

ii                  ii 

325 

Non- Pulmonary" 

326 

it                   ii 

327 

ii                  ii 

328 

H                   ii 

n                           it 

II. 

it                           it 

III. 

ii                           it 

IV. 

n                           n 

I. 

ii                           ii 

"                   II. 

ii                           ii 

III. 

n                           ti 

IV. 

(If  case  cannot  be  classified  by  Runyon  Group,  please  give  pertinent  details.) 


If  patient  also  has  disease  due  to  M.  tuberculosis,  please  check  here:  |~) 


RVB/km/n 


DHS  Form  2341      Revised  10/74 
Tuberculosis 


JAMES    E.    HOLSHOUSER.    JR 
Governor 

DAVID   T.    FLAHERTY 
Secretary 
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STATE  OF   NORTH   CAROLINA 

DEPARTMENT   OF    HUMAN    RESOURCES 

Division  of  Health  Services 

P.  0.  Box  2091  Raleigh  27602 


JACOB     KOOMEN,     M.D..     MP  H 
Director 


June  9,  1975 


MEMORANDUM 

TO: 

From: 

SUBJECT: 


All  Health  Directors 

Roy  V.  Berry,  M.D.,  Head,  Tuberculosis  Control  Branch,  Epidemiology 
Section 

Revised  Guidelines  for  the  Reporting  of  Tuberculosis  Cases  in 
North  Carolina. 


The  recent  changes  in  classification  of  tuberculosis  cases 
necessitates  some  changes  in  the  ground  rules  for  the  reporting  and 
tabulating  of  them  by  State  Health  Departments. 

Please  therefore  find  attached  a  copy  of  guidelines  that  have 
been  formulated  in  an  effort  to  make  the  new  system  workable  and  understandable 
to  you  and  those  members  of  your  staff  who  are  involved  in  tuberculosis  control. 

Since  the  guidelines  are  retroactive  to  January  1,  1975,  you  may 
wish  to  review  cases  reported  so  far  this  year  to  see  if  there  should  be  any 
additions,  deletions  or  classification  code  changes.  Please  also  note  the 
monthly  listings  will  now  be  cumulative  monthly  listings  for  each  calendar 
year. 

Should  you  require  additonal  copies  of  the  guidelines  for  your  key 
staff  members,  they  are  available  on  request. 

If  you  have  any  questions,  please  let  me  know. 

RVB/ljb 

Attachment 

cc:  Mrs.  Katherene  Massey,  Supervisor,  Morbidity  Unit,  DHS 

Mr.  Joe  Bouchard,  Computer  Operations  Manager,  PH  Statistics  Branch 

Regional  Records  Consultants,  DHS 

Medical  Directors,  N.  C.  Specialty  Hospitals 
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FOR  HEALTH  DEPARTMENT  USE  ONLY 

Interim  Guidelines  for  the  Reporting,  Verification  and  Inclusion  in  Official  Morbidity 
Counts  of  Tuberculosis  Cases  in  North  Carolina,  effective  January  1,  1975 

(These  guidelines,  retroactive  to  January  1,  1975,  replace  "Procedural  Guide  for 
Counting  Cases  of  Tuberculosis"  issued  by  USPHS  in  1970.  They  will  form  the  basis 
for  the  reporting,  verifying  and  counting  of  tuberculosis  cases  in  North  Carolina 
until  such  time  as  revised  recommendations  are  issued.  They  are  based  on  CDC 
"Guide  for  Completing  Annual  Tuberculosis  Statistical  Summary,"  Rev.  10-74  as 
issued  to  State  Health  Departments.) 

General 


While  the  maintenance  of  confidentiality  between  physician  and  patient  regarding 
the  latter 's  illnesses  is  a  fundamental  tenet  of  good  medical  practice,  certain 
diseases  of  a  communicable  nature  are  required  by  N.  C.  General  Statutes  to  be 
reported  to  public  health  authorities  so  that  steps  can  be  taken  by  those  authorities 
to  minimize  the  risks  of  contagion  to  the  general  public.  (See  "Regulations  and 
Disease  Control  Measures  of  the  North  Carolina  State  Board  of  Health  Governing  the 
Control  of  Communicable  Diseases,"  1969.)  Tuberculosis  is  included  on  the  listing  of 
reportable  communicable  diseases  in  North  Carolina. 

In  addition  to  carrying  out  such  epidemiological  measures  as  contact  identifi- 
cation and  examination,  possible  isolation  of  cases,  and  surveillance  of  cases, 
contacts  and  suspects,  statistical  data  about  tuberculosis  is  assembled  on  a  county, 
state,  national  and  sometimes  regional  basis  for  purposes  of  measuring  incidence  and 
effectiveness  of  control  at  various  levels  of  community  life.  The  ultimate  objective 
is  elimination  of  the  disease  as  a  health  hazard.  For  these  reasons,  a  uniform  system 
of  reporting  cases  is  necessary. 

In  1974,  the  American  Lung  Association  through  its  medical  arm,  the  American 
Thoracic  Society,  issued  a  revised  edition  of  "Diagnostic  Standards  and  Classification 
of  Tuberculosis"  (Attachment  #1).  As  a  result  of  this,  the  Center  for  Disease  Control, 
USPHS,  announced  that  beginning  January  1,  1975,  they  would  require  morbidity  data  on 
tuberculosis  cases  from  the  States  to  be  reported  according  to  the  new  ALA  classifi- 
cation. Accordingly,  the  Division  of  Health  Services,  N.  C.  Department  of  Human 
Resources,  revised  the  communicable  disease  report  card  early  in  1975  (Attachment  #2) 
to  reflect  the  new  classification  of  tuberculosis,  and  during  the  closing  months  of 
1974,  issued  a  revised  tuberculosis  annual  report  form  (DHS  Form  1894,  Rev.  12/74)  to 
be  used  for  recording  data  about  cases  reported  in  1975  and  subsequently  (Attachment  #3). 
This  report  is  due  by  February  15  each  year  and  is  made  to  Head,  Tuberculosis  Control 
Branch,  Epidemiology  Section,  Division  of  Health  Services,  P.  0.  Box  2091,  Raleigh, 
North  Carolina  27602  by  each  local  health  department  in  North  Carolina.  It  is  listed  in 
the  current  catalog  of  required  reports  from  all  North  Carolina  health  departments, 
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Cases  to  be  Reported  to  Local  Health  Director 

As  determined  by  attending  physician  on  the  basis  of  clinical  information,  report 
of  a  case  of  tuberculosis  discovered  in  North  Carolina  is  required  to  be  made  within 
24  hours  to  the  health  director  of  the  county  of  permanent  or  temporary  residence  of 
the  patient  if  in  North  Carolina.  If  the  patient  is  a  resident  of  another  State,  the 
report  should  be  routed  through  Head,  Tuberculosis  Control  Branch,  Division  of  Health 
Services,  for  forwarding  together  with  such  clinical  data  as  is  available,  to  the 
appropriate  State  Health  Department. 

Persons  with  or  without  previous  diagnosis  of  tuberculosis  should  be  reported 
if  reliably  positive  bacteriology  is  found  or  treatment  with  two  or  more  anti- 
tuberculosis drugs  is  started.  Persons  who  had  disease  at  some  time  in  the  past  and 
who  have  disease  again  with  one  or  both  of  the  above  characteristics  should  be  reportc 
Reporting  physicians  are  requested  to  file  an  amended  report  card  if  a  change  in 
classification  of  disease  at  time  of  diagnosis  and  reporting  becomes  apparent,  or  to 
notify  cancellation  of  a  report  if  the  diagnosis  of  tuberculosis  is  revoked. 


) 


Verification  of  Case  Reports  by  Local  Health  Director 

A  physician's  report  of  a  case  of  tuberculosis,  however  received,  should  be 
accepted  if  sufficient  diagnostic  detail  is  provided.  Otherwise,  it  should  be  invest 
gated  as  a  possible  case.  A  laboratory  report  alone,  or  an  X-ray  reading  alone,  or 
a  positive  skin  test  result  without  other  evidence  of  disease  should  not  be  considere 
as  a  case  report.  Before  verifying  a  case  for  inclusion  in  the  official  morbidity 
count,  the  health  director  or  his  representative  should  if  necessary  query  the  attend 
physician  to  ascertain  that  the  diagnosis  conforms  to  the  criteria  mentioned  above 
(positive  bacteriology  and/or  treatment  with  two  or  more  anti -tuberculosis  drugs). 
When  in  the  opinion  of  the  local  health  director  or  his  representative  insufficient 
diagnostic  detail  is  provided,  the  completion  of  an  "Individual  Tuberculosis  Report" 
card  may  be  requested  of  the  reporting  physician  (Attachment  #4).  Supplies  of 
individual  report  cards  are  available  on  request  from  Tuberculosis  Control  Branch, 
Division  of  Health  Services,  P.  0.  Box  2091,  Raleigh,  N.  C.  27602. 


Cases  to  be  Counted  in  Official  Morbidity  Tabulations 

All  reports  of  cases  made  to  local  health  directors  will  be  regarded  as  verifiec 
cases  upon  countersignature  of  the  report  by  the  local  health  director  in  whose  area 
the  case  resided  at  the  time  of  diagnosis  and  upon  receipt  of  the  countersigned  repoi 
card  by  the  Morbidity  Unit,  Epidemiology  Section,  Division  of  Health  Services.  Such 
cases  will  then  automatically  be  included  in  the  official  morbidity  count  of  verifiei 
cases  for  that  county  and  State  for  the  month  and  calendar  year  in  which  the  report 
was  received  by  the  Morbidity  Unit,  DHS.  Cases  reported  with  residence  listed  as  ill 
another  State  will  be  forwarded  to  the  appropriate  State  Health  Director  of  that  Sta 


by  the  Morbidity  Unit,  DHS,  for  inclusion  in  that  State's  official  morbidity  count. 
Possible  cases  reported  during  the  year  that  are  not  verified  until  after  December  31 
will  be  counted  for  the  year  in  which  the  verified  report  is  received  by  the  Morbidity 
Unit,  DHS. 

Changes  in  Classification  of  Verified  Cases 

Changes  in  classification  code  can  be  made  up  to  February  15  of  the  year 
following  that  in  which  the  case  was  recorded  in  the  official  morbidity  count  as  and 
when  additional  information  indicates  such  change.  For  example,  a  pulmonary  case  may 
be  initially  reported  as  bacteriologically  negative  (code  801)  but  after  several  weeks, 
initial  sputum  cultures  may  be  reported  out  as  positive  for  M.  tuberculosis.  The 
classification  should  be  changed  from  code  801  to  code  701  and  the  case  re-recorded 
in  the  official  morbidity  count  as  code  701.  This  action  may  be  taken  by  the  Morbidity 
Unit  on  its  own  initiative  if  documentation,  e.g.  hospital  discharge  summary,  indicates 
such  change  is  appropriate.  If  such  a  change  in  original  classification  is  made,  it 
will  be  reflected  on  a  succeeding  cumulative  monthly  listing  of  verified  cases  sent  out 
to  all  county  health  departments  (see  later  for  information  concerning  cumulative 
monthly  listings  of  verified  cases).  Local  health  directors  are  requested  to  notify 
Morbidity  Unit,  DHS,  in  writing  of  any  classification  code(s)  changes  that  relate  to 
the  status  of  the  disease  at  the  time  of  diagnosis  and  reporting. 

Removal  of  Verified  Cases  from  Official  Morbidity  Counts 

Certain  situations  will  render  a  verified  case  report  as  ineligible  to  be  counted. 
These  situations  include  the  following,  assuming  the  information  becomes  available  to  the 
local  health  director,  and  providing  a  request  for  removal  is  made  in  writing  to  the 
Morbidity  Unit,  DHS,  by  February  15  of  the  year  following  that  in  which  the  case  was 
recorded  as  determined  by  the  date  of  receipt  of  the  report  by  the  Morbidity  Unit. 
Such  cases  falling  into  these  categories  will  be  removed  from  the  official  morbidity 
count,  within  the  limitations  of  the  February  15  cut-off  date  but  only  at  the  request  of 
or  with  the  concurrence  of  the  local  health  director  — 

a)  where  information  exists  or  comes  to  light  to  indicate  the  case  was  counted 
in  another  state  during  either  of  the  two  years  immediately  preceding  the 
year  in  which  current  report  is  recorded 

b)  where  follow-up  information  changes  the  diagnosis  to  non-tuberculous  disease 
(or  otherwise  provides  a  basis  for  not  counting  as  a  case) 

c)  where  disease  is  found  to  be  due  to  atypical  mycobacteria  even  though  treatment 
with  two  or  more  anti -tuberculosis  drugs  was  started 

d)  where  the  recommendation  for  treatment  by  the  attending  physician  of  two  or 
more  anti -tuberculosis  drugs  is  not  sustained  for  longer  than  five  consecutive 
months  from  its  inception  in  a  case  reported  with  or  without  previous  diagnosis 
of  tuberculosis  of  any  body  site(s)  and  in  the  absence  of  positive  bacteriology 
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e)  where  a  person  with  a  previous  diagnosis  of  tuberculosis  of  any  body  site(s) 
is  reported  and  is  found  to  have  been  counted  as  a  verified  case  in  North 
Carolina  or  another  State  during  either  of  the  two  years  immediately  preceding 
the  year  in  which  current  report  is  recorded,  regardless  of  bacterid ogic  or 
chemotherapy  status. 


Death  Certificates 

Death  certificates  should  be  examined  to  detect  unreported  cases.  If  tuberculosis 
is  indicated  on  a  death  certificate  and  there  is  evidence  of  disease  (i.e.  positive 
laboratory  and/or  pathologic  findings  consistent  with  tuberculosis)  and  the  case  had 
not  been  reported  to  the  health  department,  it  should  be  considered  as  a  case  and 
counted  in  the  year  in  which  it  is  detected. 

Other  Mycobacteria 

A  mixed  infection,  where  Mycobacterium  tuberculosis  organisms  occur  simultaneously 
or  intermittently  with  other  mycobacteria,  should  be  considered  as  a  case  of  tuberculosis 
and  counted.  Disease  caused  solely  by  other  mycobacteria  is  not  counted  as  tuberculosis 

Transfers 


When  a  patient  moves  from  one  county  to  another  within  the  State,  the  health 
department  forwarding  copies  of  its  records  to  the  other  health  department  should 
indicate  whether  or  not  the  case  has  been  counted.  When  a  notification  is  received 
without  such  a  statement,  it  may  be  necessary  to  contact  the  former  health  department 
to  determine  if  the  case  had  already  been  counted  or  if  it  should  be  counted  in  the  new 
area.  Notifications  involving  removal  of  residents  to  another  State  should  be  routed 
through  Tuberculosis  Control  Branch,  DHS. 

Military,  Resident  Aliens  (Immigrants),  Migrants  and  Other  Transients 

Cases  among  these  persons  should  be  counted  in  the  community  in  which  they  reside 
at  the  time  of  diagnosis. 

Foreign  Visitors 

Foregin  visitors,  diagnosed  as  having  developed  tuberculosis  while  temporarily  in 
the  United  States,  are  not  to  be  counted. 


Hospitalized  in  Community  Only 

Patients  in  a  community  only  for  hospitalization  and  diagnosis  are  not  considered 
as  cases  in  that  community.  Notification  of  the  case  should  be  sent  to  the  health 
department  in  the  community  in  which  the  person  resides  with  a  copy  to  Head,  Tuberculos 


■k. 
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Control  Branch,  DHS.  In  the  case  of  an  out-of-State  resident,  it  should  be  routed 
through  Head,  Tuberculosis  Control  Branch,  Division  of  Health  Services. 

Cumulative  Monthly  Listings  of  Verified  Cases 

As  soon  as  possible  after  the  close  of  each  month  during  the  year,  an  up-dated 
listing  of  verified  cases  included  in  the  official  morbidity  count  will  be  sent  out  to 
all  local  health  departments  from  the  Division  of  Health  Services.  This  listing  will 
include  all  verified  cases  recorded  to  date  for  the  entire  year  beginning  January  1. 
Any  changes  made  during  the  course  of  the  year  in  classification  code(s)  after  filing 
and  recording  of  the  original  report  will  be  reflected  in  subsequent  listings.  Likewise, 
any  cases  deleted  from  the  official  morbidity  count  will  not  appear  on  subsequent 
listings  following  deletion. 

Necessity  for  Close  Cooperation  between  Agencies 

In  order  to  accurately  reflect  the  true  incidence  of  tuberculosis  in  North 
Carolina,  close  cooperation  between  reporting  physicians,  local  health  departments 
and  the  Division  of  Health  Services  will  be  necessary.  Communications  between  agencies 
should  be  prompt  and  as  concise  as  possible.  Individual  initiative,  reflective 
judgement,  and  frequent  review  of  caseload  to  see  to  it  that  reports  and  classifications 
accurately  reflect  the  true  status  of  cases  at  the  time  of  diagnosis  will  be  essential. 
Assistance  and/or  consultation  is  available  from  — 


Morbidity  Unit 

Epidemiology  Section 

Division  of  Health  Services 

P.  0.  Box  2091 

Raleigh,  North  Carolina  27602 

Telephone:  (919)  829-7855 


Tuberculosis  Control  Branch 
Epidemiology  Section 
Division  of  Health  Services 
P.  0.  Box  2091 

Raleigh,  North  Carolina  27602 
Telephone:  (919)  829-7286 


DHS,  TB  Branch,  June  1975 


Attachment  #1 
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Attachment  #2 


FOR   V     D.    ONLY-      n  VOL.  D  EPI.  Q   SC3EEN 


NORTH     CAROLINA    COMMUNICABLE    DISEASE     REPORT    CARD 
USE   FOR   ALL   REPORTABLE   DISEASES  EXCEPT  CANCER  -   REPORT  ONLY  ONE  OISEASE  PER  CARD 


ENTER  COOI  NUMCOHS) 
FOR  OIHAM  REPORTED 

SEE  REVERSE  SIDE 

FOR  cooe 


PATIENT'S   NAME 


Fint 


M.ddl* 


Mtidan   Nam* 


DATE  OF  REPORT     19 


AGE  OF 
PATIENT 


SEX 

(Crete   a 


I) 


MALE 
FEMALE 


ETHNIC  GROUP 
'Crete  an*) 


WHITE 
BLACK 


AMERICAN  INOIAN 

OTHER  

(Spatlfy) 


COMPUTE  THIS  SECTION  FOR  CO08S  3,  8,  ANO  56  ONIY 


•For    Aaaptic  ManingWt   (3),    Enosptwlltii   (8),   and   "Othar" 
Bacterial  Moningltn)  (54),  plaaaa  spsrdfy  cauaatfv*  agent: 


forms    of 


FOR   HEALTH   DEPARTMENT  USE  ONLY 


Clink  Number 


PgtjjgJ  Number 


DATE  OF  ONSET 


19 


STREET  OR  RFO  NO. 


CITY 


COUNTY 


PARENT  OR  GUARDIAN  (of  Minora) 


ADDRESS  (if 


REPORTED  BY 


ADDRESS 


HEALTH  DIRECTOR'S  SIGNATURE 


51 


i—  "O 


§1 

OS 


>2 


zo 


<m 

35 

z 


DHS  FORM  2124.  REV.   12-74 


PLEASE  ENTER  COOE  NUMftER  IN  BIOCK  ON  FRONT  OF  CARD 


GENERAL 


TUBERCULOSIS 


VENEREAL  DISEASES 


AMEBIASIS 


1       MALARIA 


18 


ANTHRAX 


BRUCELLOSIS 


CHOLERA 

5 

DENGUE 

6 

DPHTHERIA 

7 

ENCEPHALITIS* 

8 

FOOO    INTOXICATION! 
BOTULISM  10 

C.   PERFRINGENS  11 

STAPHYLOCOCCAL  12 

OTHER   or  UNKNOWN   13 


HEPATITIS.    VIRAL: 

TYPE  A  (Inracttoua)  14 

TYPE   B   (Swum)  15 

TYPE    UNSPECIFIED  57 


MEASLES  (RUBEOLA)       19 


MENINGITIS.  ASEPTIC*    3 


MENINGITIS,  BACTERIAL 
Hemoohilm  Influenza  S3 
MENINGOCOCCUS  20 
PNEUMOCOCCUS  55 

OTHER*  56 


ROCKY    MOUNTAIN 
SPOTTED    FBVft 


RUBELLA 


SALMONELLOSIS 


MENINGOCOCCAL 

INFECTION 

(OTHER    THAN 
MENINGITIS) 


27 
_51_ 

CONGENITAL  RUBtitA  52 
28 

H 

41 

42 

43 


Perioral  with  or  without 
previous  diaonoiU  of  Tu- 
barculoaia  should  bo  report- 
ed if  powtrKo  bacteriology 
is  found  or  tiaelmawl  with 
2  or  more  «Tti-TB  drvgs 
is  started. 


SHIGELLOSIS 


SMALLPOX 


TETANUS 


TRACHOMA 


20    I  TRICHINOSIS 


MUMPS 

54 

PLAGUE 

21 

POLIO,    PARALYTIC 

22 

POLIO.     Non-Pirorytlc 

23 

TULAREMIA 


45 


TYPHOIO 


TYPHUS.    MURINE 


PSITTACOSIS 


24    I 


TYPHUS.    EPIDEMIC 


LEPROSY 


16  i  Q   FEVER 


25 


,  WHOOPING  COUGH 


_4» 

49 


LEPTOSPIROSIS 


17  '  RABIES.    HUMAN 


>   'YELLOW   FEVER 


50 


SITE 


PULMONARY 


LYMPHATIC 


BONE-JOINT 


G.-U. 


MILIARY 


MENINGEAL 


PERITONEAL 


OTHER 


702     802 


703     803 


7041    804 


70S[   80S 


7041    804 


707     807 


708 


709  |  809 


PRIMARY   (Initial    Lesion    Pi  Meal) 


(Lesions    of    Skin 
SECONDARY     or   Mucosa) 


(Law   man   4  Ya 
EARLY  LATENT  Duration) 


(Mo -a   than   4   Y* 
LATE  LATENT  Duration) 


CAROIOVASCULAR 


9C2 


903 


004 


905 


904 


907 


90S 


909 


SPECIFY    SITEi 


NEUROSYPHILIS 


OTHER    LATE 


CONGENITAL 


EPIDEMIOLOGIC  Rx 


GENITOURINARY 


OPHTHALMIA    NEONATORUM 


OTHER  (SPECIFY 


211 


221 


232 


243 


257 


268 


277 


284 


200 


315 


345 


■  ■— -)  3°5 


EPIDEMIOLOGIC   Rz 


300 


CHANCROID 


444 


GRANULOMA   ING. 


576 


LYMPHOGRANULOMA  VEW. 


686 


•SEI  OTHW  SIDE  OF  CARD 
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Guidelines  for  Completing  "Tuberculosis  Control  Annual  Report,"  DHS  Form  1894  (Rev.  12/74.) 

Please  read  these  instructions  through  completely  before  starting  to  fill  out  the 
report  to  make  sure  you  have  a  good  understanding  of  what  is  required. 

Section  I . ,  "Verified  Cases  Reported  during  the  Year. " 

These  consist  of  all  persons  verified  during  the  calendar  year  of  the  report  by  your 
department  as  having  tuberculosis  in  a  reportable  form,  pulmonary  and/or  extrapulmonary 
or  miliary,  and  counted  by  the  Morbidity  Unit,  Epidemiology  Section,  Division  of  Health 
Services  for  that  calendar  year.   Note  that  report  cards  received  by  the  Morbidity  Unit 
after  the  first  day  of  January  each  year  are  invariably  counted  in  the  total  of  cases 
for  the  new  year  just  beginning.  Note  also  reportable  cases  on  and  after  January  1,  1975 
include  persons  with  or  without  previous  diagnosis  of  tuberculosis  who  have  positive 
bacteriology  (sputum  and/or  other  body  fluid  or  tissue)  or  who  are  started  on  treatment 
with  2  or  more  anti-tuberculosis  drugs. 

Having  ascertained  from  records  the  total  number  of  cases  reported  and  counted  for  the 
year,  first  insert  this  number  in  the  bottom  right  hand  square  of  the  table.   Then  proceed 
to  complete  the  vertical  total  column  showing  how  many  of  the  total  cases  had  positive 
bacteriology,  how  many  negative  bacteriology  and  how  many  where  bacteriology  was  not  done 
or  is  unknown.   Then,  of  those  with  positive  bacteriology,  show  in  the  top  horizontal 
column  how  many  were  treated  exclusively  on  an  out-patient  basis,  initially  treated 
exclusively  in  a  general  hospital,  or  initially  treated  in  a  State  or  Federal  hospital. 
Do  the  same  for  those  with  negative  bacteriology  and  for  those  where  bacteriology  was  not 
done  or  is  unknown  (the  two  middle  horizontal  columns).   Then  complete  the  totals  in  the 
bottom  horizontal  line.   Totals  figures  should  tally  both  horizontally  and  vertically.   If 
they  do  not,  you  have  made  a  mistake  somewhere.   Start  again. 

Finally  for  Section  1 . ,  show  how  many  of  the  total  reported  cases  had  a  previous 
episode  of  disease  at  some  time  in  the  past.   These  cases  are  reactivations  which  as  from 
January  1  ,  1975  are  included  in  the  count  of  newly  diagnosed  cases  and  included  in  the 
figures  you  have  just  been  working  on. 
Section  2. ,  "Status  of  Cases  Under  Active  Surveillance  in  Register,  as  of  December  31 • " 

Ascertain  from  your  register  and/or  other  records  as  of  December  31  of  the  calendar  year 
for  which  the  report  is  being  prepared  how  many  patients  are  hospitalized  for  tuberculosis 
(all  hospitals). Insert  the  appropriate  number  in  the  top  square  of  the  total  column. 
Then  proceed  to  show  in  the  top  horizontal  column  how  many  of  them  are  receiving 
2  or  more  anti-tuberculosis  drugs,  how  many  are  receiving  1  anti-tuberculosis  drug  and 
how  many  are  not  receiving  anti-tuberculosis  drug(s).   Then  in  the  same  way,  ascertain  how 
many  tuberculosis  patients  on  your  register  are  in  an  institution  for  another  reason  and 
enter  the  appropriate  number  in  the  middle  square  of  the  total  column.   Complete  the 
middle  horizontal  column  according  to  anti-tuberculosis  drug  therapy  status.   Finally, 
ascertain  from  your  register  how  many  tuberculosis  patients  are  at  home  and  complete  the 
bottom  horizontal  column  according  to  their  anti-tuberculosis  drug  therapy  status. 
You  need  only  work  with  those  persons  who  are  cases  under  Active  Surveillance  in  your 
register.   If  your  register  is  not  yet  divided  according  to  active  and  passive  surveillance 
status,  you  will  have  to  show  all  cases  regardless  of  whether  they  have  been  adequately 
treated  and  followed-up  or  not.   Remember,  show  in  your  figures  the  situation  as  it  pertaii 
as  of  December  31  of  the  year  for  which  the  report  is  prepared. 
Section  3.,    "Tuberculin  Testing  and  Prophylaxis." 

First  start  by  ascertaining  the  number  of  close  usually  household  contacts  to  all  of  the 
newly  diagnosed  cases  reported  in  Section  1 .  who  were  tuberculin  skin  tested  with 
result  read.   Break  these  down  by  the  various  age  groups  and  insert  the  appropriate 
figures  in  the  left  hand  column.   Then  proceed  to  show  how  many  in  each  age  group  were 
read  as  positive  and  insert  these  figures  in  the  next  column  under  "number  positive." 
Finally  for  contacts,  show  how  many  in  each  age  group  were  placed  on  prophylaxis  with 
isoniazid  in  the  third  column.   These  figures  may  be  larger  than  those  in  column  two 
because  often  contacts  who  are  tuberculin  negative  are  placed  on  prophylaxis  as  well  as 
those  who  are  tuberculin  positive. 

Complete  the  section  headed  "All  Other  Persons"  in  the  same  way. 
Section  U-      Self-explanatory. 
Section  5.  Self-explanatory. 
Section  6.   Self-explanatory. 


Attachment  #4    5A 


INDIVIOUAL  TU8ERCUL0SJS  REPORT 


H.o.  Numoei 


Street 

Date  ol  Birtn 

City 

County 

Stat* 

Month     /     Day     / 

Year 

Age 

Sax  D  Mai. 
□  Female 

Race 

D  White 
O  Black 

□  American  Indian 
O  Asian  American 

Q  Spamsn  American 
□  Other  (specify) 

1.    Tuberculosis  Disease;      O  Yes    Q  No  if  Yes,  cnec*  predominant  site  below    Q  Reported  at 

~ J~~ —■ *~ " — ~~~ *~— "™ *  time  of  death 

C  Pulmonary     O  Lymohatic  Q  Genitourinary       O  Meningeal 

□  Pleural  □  Bona  and/or  Joint  Q  Miliary  O  Peritoneal     □  Otner  (specify) 


Significant  site(s)  other  than  predominant  site: . 


2.    Bacteriology: 
□  Not  done 


Type  Test 
Smear 
Culture 
Not  stated 


Positive     Negative    Pending 

"~ a a ri 


a 
a 


a 
a 


a 
a 


If  culture  positive:  QMT6 
or  Q  Otner  Mycobacterium 
(specify) 


3.    Chemotnerapy: 

□  Not  on  chemotnerapy 


O  On  chemotherapy  since  (date) 
□  One  drug 
O  Two  or  more  drugs 


COC  5.2431    Rev.  9-74 


(See  Reverse) 


4.    Previous  Treatment  for  Tuberculosa  Disease:  O  Yes        Q  No         □  Unknown 


5.    X-ray:         □  Normal 


O  Stable 

D  Worsening 

D  Improving 


O  Abnormal 

□  Cavitary 


O  Not  done 


□  Noncavitary 


6.    Tuberculin  test:  Q  Positive  □  Negative  □  Doubtful  □  Not  done 


Reported  by: 


Date  of  Report: 
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TUBERCULOSIS     REGISTER     CARD 


ADDRESS 


TEL. 


COUNTY 


S.S.* 


DATE  OF 
BIRTH 


USUAL 
OCCUPATION 


i—ii—i  r— I        OTHER 

WHITE  □        BLACK  □       AM.   INDIAN   U  SPEC. 


VETERAN 


„.-.  I— l    ..„  r— I       MARITAL 
YESD    WOQ        STATUS 


FAMILY 
PHYSICIAN 


REPORTED  BY 


DATE  REPORT  VERIFIED 


DATE 


CLASSIFICATION 


BACTERIOLOGIC 
STATUS 


CHEMOTHERAPY 
STATUS 


M  D       «D 


RE-EX 
DATE 


V/S/record  Systems 
P.O.  box  see 

S.  NORWAtK.    CONK.    00866 


DHS    FORM    2245 
REV.  9-75 


N.C.  DEPARTMENT   OF    HUMAN  RESOURCES 
DIVISION   OF    HEALTH  SERVICES 
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REMARKS 


CONTACT 

SURVEILLANCE 

NAME(S)- 
GIVE   ADDRESS, 
IF  NOT    SAME 

AS  CASE 

BIRTH  DATE 

DATE 

SKIN    TESTIS) 

X-RAY(S) 

CPX 

DATE 

SKIN    TESTIS) 

X-RAYIS) 

IN  H.H. 

CPX 

REL.SHIP 

' 

DHS    FORM  2245     REV.   9-75 

N  0 

;579  B 

NORTH  CAROLINA  DEPARTMENT  OF  HUMAN  RESOURCES  % 

DIVISION  OF  HEALTH  SERVICES 

TUBERCULOSIS  CONTROL  BRANCH 

TUBERCULOSIS  REGISTER  CARD  INSTRUCTIONS 

DHS  Form  2245  Rev.  9/75 


PURPOSE 


The  tuberculosis  register  organizes  and  records  pertinent  medical  and  public  health 
information  about  all  persons  under  active  surveillance  for  tuberculosis  or  conditions 
related  to  tuberculosis.  It  serves  as  an  ideal  mechanism  for  alerting  health  department 
personnel  as  to  the  need  and  timing  of  follow-up  services.  Plans  for  residents  who 
live  in  one  county  but  are  receiving  services  in  another  should  be  worked  out  between 
the  two  counties  involved.  However,  the  responsibility  for  providing  active  surveil- 
lance of  the  patient  rests  with  the  county  in  which  the  patient  resides  and  where 
appropriate  a  register  card  should  be  actively  maintained  in  that  health  department. 

B.  PREPARATION 

By  clerk  or  other  designated  person  oriented  to  the  work. 

C.  DEFINITIONS 

Active  Surveillance  -  Active  surveillance  implies  that  there  exists  a  significant 
threat,  actual  or  potential,  to  the  health  of  the  individual  and/or  community  on 
account  of  tuberculosis.  Under  these  circumstances  the  health  department  is  obligated 
to  arrange  for  follow-up  services  in  order  to  protect  the  health  of  the  community. 
Medical  and/or  nursing  supervision  should  continue  until  such  time  as  the  chest 
clinician  or  attending  physician  determines  adequate  treatment  and/or  follow-up  or 
other  disposition  has  been  accomplished  and  recommends  passive  surveillance.  Persons  to 
be  carried  under  active  surveillance  include,  cases,  close  contacts,  suspects  and 
tuberculin  reactors  where  treatment  is  indicated,  in  progress  and/or  close  follow-up 
is  required  as  determined  by  the  chest  clinician  or  attending  physician.  All  persons 
who  are  recommended  treatment  with  one  or  more  anti-tuberculosis  drugs  should  automat- 
ically be  carried  under  active  surveillance  for  at  least  the  duration  of  therapy.  This 
includes  cases  due  to  atypical  mycobacteria. 

Passive  Surveillance  -  This  implies  no  significant  threat  to  the  health  of  the  community 
exists  on  account  of  tuberculosis.  The  chest  clinician  or  attending  physician  will 
invariably  recommend  medical  and  nursing  supervision  be  discontinued.  At  the  final 
interview  with  the  patient,  his  health  status  and  adequacy  of  treatment  for  tuberculosis 
should  be  explained  fully,  preferably  by  the  clinician.  The  patient  is  then  advised 
that  should  concern  about  his  condition  arise  in  the  future,  he  may  return  to  the 
clinic  on  his  own  volition  or  see  his  doctor.  His  card  is  removed  from  the  register 
or  transferred  to  the  optional  section  (see  later). 
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I 
D.  MAIN  SECTION  OF  REGISTER 

All  persons  under  active  surveillance  for  tuberculosis  will  have  a  card  placed  in 
this  section  of  the  register.  These  include  four  groups  of  persons  --  tuberculosis 
cases,  close  contacts,  suspects  and  tuberculin  reactors  on  isoniazid  or  other  anti- 
tuberculosis drug  that  may  be  prescribed  for  preventive  or  prophylactic  purposes,  so 
long  as  they  remain  under  active  surveillance  as  determined  by  chest  clinician  or 
attending  physician  in  consultation  with  health  department  staff  members. 
1 .  Tuberculosis  Cases 

The  top  portion  of  the  card  is  largely  self-explanatory.  Please  note  space  for 
social  security  number  (S.S.#)  and  the  communicable  disease  report  card  code 
number  (C.D.Code#)  is  provided. 
Classification 


Record  the  medical  findings,  such  as  pulmonary  tuberculosis,  non-pulmonary  or 

other  tuberculosis  and  specific  site. 

Bacteriologic  Status 

Record  the  type  of  specimen  examined  such  as  sputum,  gastric  washings,  urine, 

etc.  and  the  smear  and/or  culture  results.  Record  the  date  on  which  the  specimi 

was  collected  --  not  the  date  the  results  were  reported. 

Chemotherapy  Status 

Give  the  name(s)  of  anti-tuberculosis  drugs  and  dates  started  and  stopped,  as 

applicable. 

Remarks 

Record  pertinent  information  such  as  admitted  to  hospital,  discharged,  under 

supervision  of  County  chest  clinic,  hospital  or  private  M.D.,  reaction 

to  drugs,  re-admission  to  Hospital,  diabetic,  on  steroids,  alcoholic, 

etc.  and  passive  surveillance  orders. 

Re-Exam  Date 

Determine  and  flag  according  to  date  when  next  service  is  needed.  This  may  be 

clinician's  specific  recommendation (s)  or  according  to  department  policy 

approved  by  him. 
Suspects 

Record  under  classification  as  suspect  when  medically  reported.  Record  results 
as  diagnostic  procedures  are  ordered  and  completed.  Disposition  of  the  case 
should  be  made  within  at  most  six  months,  ruling  out  tuberculosis  or  confirming  i 
When  no  further  services  are  to  be  given,  a  passive  surveillance  order  may  be 
requested. 
Contacts 

Record  close  contact  information  on  the  back  of  the  index  case  card.  Under  conta 
surveillance  record  skin  test(s),  type  and  mm  size.  X-rays  are  recorded  as 


\ 
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negative/ normal  or  abnormal.  In  CPX  (chemoprophylaxis)  column  record  "yes"  or 
"no." 

All  contacts  undergoing  skin  testing  and/or  preventive  treatment  remain  here  until 
disposition  or  passive  surveillance  is  recommended  (usually  twelve  months  from  last 
date  of  exposure  to  a  communicable  case).  There  should  be  cross  reference  cards  to 
contacts  having  a  surname  different  from  that  of  the  index  case.  Place  these  cards 
at  the  beginning  of  each  row  of  active  surveillance  cards. 
4.  Tuberculin  Reactors  on  Isoniazid 

Record  as  positive  reactor  under  classification.  Fill  in  other  information  where 
applicable,  such  as  CPX.  Record  skin  test(s)  results,  X-ray  results  and/or  other 
pertinent  information  in  remarks  column  until  passive  surveillance  is  ordered. 
Positive  reactors  on  isoniazid  include  those  with  or  without  non-tuberculous  chest 
disease. 

E.  OPTIONAL  SECTIONS  OF  THE  REGISTER 

1 .  Patients  under  Passive  Surveillance 

Cards  on  patients  who,  on  medical  recommendation,  are  placed  under  passive 
surveillance  may  be  placed  in  this  section  or  the  card  may  be  filed  with  their 
medical  records.  This  is  optional  with  each  health  department.  Passive  surveil- 
lance should  be  written  on  the  patient's  register  card  when  recommended  by  the 
clinician  and  no  further  follow-up  is  needed. 

2.  Patients  with  Other  Chest  Diseases 

Any  non-tuberculous  patients  are  considered  regular  chronic  disease  patients  and 
are  not  required  to  have  cards  in  the  tuberculosis  register.  This,  however,  is 
optional  with  each  health  department.  Note,  however,  that  a  patient  with  non- 
tuberculous  disease  who  is  a  tuberculin  reactor  and  is  to  have  preventive  treatment 
with  isoniazid  should  be  carried  in  the  main  section  of  the  register  for  the 
duration  of  this  therapy.  He  will  by  definition  be  under  active  surveillance  while 
taking  this  anti-tuberculosis  drug. 

F.  MAINTENANCE  OF  THE  REGISTER 

1.  To  maintain  the  register  one  person  should  be  responsible  for  the  posting  of 
information  directed  to  it. 

2.  In  order  to  keep  it  current,  it  is  necessary  that  pertinent  reports  and/or 
information  flow  to  the  register. 

3.  Set  up  a  routine  which  is  acceptable  to  all  concerned  in  order  that  the  following 
will  go  to  the  register  clerk: 

a.  Communicable  Disease  Report  Cards; 

b.  Diagnostic  reports  (mainly  X-ray  and  skin  tests).  Specify  type  of  tuberculin 
skin  test  and  antigen  used  and  record  the  measured  reading  in  millimeters  (mm); 
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c.  Public  health  nurses'  family  folders  (when  first  opened  on  a  tuberculosis  cas 
but  not  after  every   home  visit,  unless  a  change  of  significance  is  noted); 

d.  Hospital  admission  and  discharge  reports; 

e.  Follow-up  medical  reports  and  orders,  such  as  disease  classification  and 
drug  order  changes,  other  services  ordered  and  accomplished,  etc.; 

f.  Bacteriological  reports; 

g.  Death  certificates  where  mention  of  tuberculosis  is  made; 
h.  Any  other  pertinent  information  regarding  persons  on  the  register. 

It  is  essential  that  the  information  requested  on  the  cards  be  completed, 

ALL  ITEMS  SHOULD  BE  PLACED  IN  THE  PROPER  SPACE  PROVIDED  FOR  THEM.  See  attached  list 

abbreviations  for  terms  which  are  most  frequently  used. 

Information  may  be  summarized  before  posting  to  register  card  if  necessary.  Details 

may  be  obtained  from  the  family  folder  or  other  records  when  needed.  All  material 

should  be  initialed  by  the  clerk  or  other  responsible  person  when  posted  to  the  regis 

card.  It  should  then  be  passed  to  the  appropriate  nurse  for  her  study,  initialed  by 

and  forwarded  to  the  designated  person  for  proper  distribution  or  filing. 

SIGNALS 


1.  Active  Surveillance  Patients 


All  persons  should  be  signaled  according  to  the  signal  chart.  These  various 
colored  signals  signify  the  location  of  patients  and  the  drug  status  of  each. 
Recall  signals  on  the  side  should  be  positioned  according  to  date  due  for  next 
examination.  These  signals  must  be  checked  after  each  posting  to  see  if  they  art 
correct  for  the  latest  recorded  data.  Where  there  are  one  or  more  contacts  to  bi 
followed  in  association  with  a  case,  the  signal  indicating  date  next  due  for 
examination  should  apply  to  whomever  falls  due  first.  When  this  date  is  reached 
a  review  of  all  persons  next  due  dates  must  be  made  and  the  next  person  in  line 
scheduled  accordingly.  This  is  very   important  otherwise  some  due  dates  may 
inadvertently  be  unscheduled. 

An  acceptable  alternative  procedure  would  be  to  have  separate  register  cards  for 
each  contact.  This  decision  should  be  made  according  to  local  preference. 

2.  Passive  Surveillance  Patients 
No  signals  required. 

3.  Moved  Away  and  Deceased 
Register  cards  for  persons  temporarily  moved  away  may  be  filed  in  the  patient's 
folder. 

Register  cards  on  deceased  persons  remain  in  the  register  until  all  contacts  are 
checked  according  to  department  policies  and  placed  under  passive  surveillance. 
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These  cards  should  then  be  placed  with  the  other  records  of  the  deceased  person 

and  scheduled  for  destruction. 
TRANSFER  OF  INFORMATION 

When  information  is  transmitted  on  a  tuberculosis  patient  under  active  surveillance, 
it  is  important  that  sufficient  data  be  included  to  ensure  continuity  of  supervision 
at  the  new  location.  The  following  information  needs  to  be  included  in  the  summary: 

Patient's  name  and  birthdate 

Former  address  and  new  address 

When  and  where  treated 

Surgery  (if  any) 

Discharge  diagnosis 

Date  of  last  examination  and  diagnosis 

Copy  of  patient's  anti -tuberculosis  drug  record 

Anti -tuberculosis  drugs  currently  prescribed  (to  serve  as  prescription) 

Whether  case  has  been  reported,  if  applicable 
Transfer  of  information  should  be  signed  by  local  health  director. 
Information  on  patients  moving  from  one  county  to  another  county  within  the  State, 
should  be  mailed  directly  from  one  health  director  to  the  other.  Request  a  reply 
to  confirm  the  patient's  move.  Close  from  register  upon  confirmation  receipt  or 
reasonable  length  of  time. 

Information  on  patients  under  active  surveillance  for  tuberculosis  moving  out-of-state 
should  be  mailed  to  Head,  Tuberculosis  Control  Branch,  Division  of  Health  Services. 
He  then  notifies  the  proper  official  in  the  other  state.  Place  a  copy  in  patient's 
folder  and  file.  Note  on  record  "patient  transferred  to  such  and  such  health 
jurisdiction." 
PROCEDURES 

Once  the  tuberculosis  register  is  set  up,  the  following  procedure  is  suggested  for 
recalling  those  due  for  examination  in  consultation  with  the  responsible  nurse: 
1.  Prepare  a  list  of  all  persons  currently  due  to  come  to  the  next  chest  clinic. 

a.  One  copy  should  be  posted  on  the  nurses'  Bulletin  Board.  Following  clinic 
the  register  clerk  should  check  off  the  names  of  those  attending  clinic. 

b.  One  copy  should  remain  with  the  tuberculosis  register. 

c.  One  copy,  with  the  patients'  Specialty  Hospital  number  added,  if  applicable, 
should  be  sent  to  the  Specialty  Hospital  in  preparation  for  chest  clinic. 

d.  One  copy  should  go  to  the  clinic  clerk  to  check  off  the  names  of  those 
attending. 

Patients  who  did  not  attend  chest  clinic  as  scheduled  should  be  discussed  with 
the  responsible  nurse  who  should  decide  on  further  follow-up.  She  should  decide: 
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1.  which  patients  may  safely  wait  (be  re-scheduled)  for  the  next  chest 
clinic; 

2.  patients  needing  home  visits  for  urgent  reasons;  and 

3.  other  patients  who  are  not  included  in  the  above  categories. 
The  follow-up  procedures  and  re-examination  dates  can  thus  be  determined  and 
scheduled  according  to  need. 

Notify  patients  by  mail  of  appointment  at  least  one  week  prior  to  clinic 
date. 
2.  When  establishing  a  register,  there  will  probably  be  a  back-log  of  patients  that 
are  overdue  for  examinations.  Many  of  these  may  be  under  the  care  of  private 
physicians.  If  so,  the  department  may  wish  to  use  a  form  letter  requesting 
information  for  its  records. 

J.  CHEST  CLINIC 

Clinics  are  operated  according  to  department  policies  or  the  suggestions  in  the  currer 
TUBERCULOSIS  INFORMATION  BOOKLET,  Division  of  Health  Services,  regarding  chest  clinic* 
Pull  register  cards  to  go  with  X-ray  film  and  patients'  records  for  the  clinician  if 
he  wants  to  see  them.  Make  notes  for  clarification  of  any  questions  regarding  patiem 

K.  ANTI-TUBERCULOSIS  DRUGS 

Information  should  be  obtained  from  patient  records  and  the  Anti-Tuberculosis  Drug  Bo 

L.  REGISTER  CARDS  AND  SIGNALS 

Register  cards  and  colored  signals  are  provided  free  of  charge  to  the  local  health 
department  by  the  Tuberculosis  Branch,  Division  of  Health  Services. 
See  attached  list  for  the  standard  use  and  position  of  signals. 

M.  ANNUAL  TUBERCULOSIS  REPORT,  DHS  Form  1894,  Rev.  12/74 

Complete  at  least  the  portion  of  this  report  having  to  do  with  status  of  cases  under 
active  surveillance  in  register  as  of  December  31,  during  the  first  few  days  in 
January  each  year  before  new  information  is  posted  to  the  register. 

N.  CONSULTATION 

Consult  your  DHS  Regional  Administrative  Procedures  Consultant  or  Tuberculosis  Branch 
DHS  for  advice  and  assistance  before  attempting  to  set  up  a  tuberculosis  register. 
Consultation  is  also  available  from  these  sources  if  you  have  trouble  understanding 
or  operating  the  tuberculosis  register. 


Rev.  9/75 
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SUMMARY  OF  SITUATIONS  WHERE  ACTIVE  SURVEILLANCE  IS  REQUIRED 


Type  Patient 
Tuberculosis  cases  * 


Usual  Duration 


3-5  years  from  time  of  diagnosis. 


Close  contacts  to  infectious 
pulmonary  cases  (whether  recommended 
isoniazid  or  not) 


12  months  from  time  index  case  is  diagnosed 
or  reactivates. 


Close  contacts  to  non-infectious 
cases  e.g.  non-pulmonary 
tuberculosis 


At  least  3  months  from  time  index  case  is 
diagnosed  or  reactivates. 


Suspects 


Until  diagnosed. 


Tuberculin  reactor  on  isoniazid 


For  duration  of  therapy. 


*   Those  with  positive  bacteriology  and/or  who  are  treated,  at  least  initially, 

with  two  or  more  anti -tuberculosis  drugs.  Sometimes,  the  diagnosis  is  changed  to 
non-tuberculous  in  which  case  the  need  for  further  active  surveillance  ceases. 


**  Occasionally  may  extend  for  longer  period  if  there  are  complications  or  results 
of  treatment  are  not  as  good  as  they  could  be. 
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ABBREVIATIONS  RECOMMENDED  FOR  USE  IN  TUBERCULOSIS  REGISTER 


Active 

Act 

Tine  Test 

TT 

Questionably  Active 

?Act 

Heaf  Test 

H 

Healed 

Heal 

Smear 

Sm 

Suspect 

Susp 

Culture 

C 

Questionable 

? 

Gastric  Washings 

GW 

Atypical 

Atyp 

Biopsy 

Biop 

Positive 

Pos 

Heated  Saline  Aerosol 

HSA 

Negative 

Neg 

Isoniazid 

INH 

Admitted 

Adm 

Streptomycin 

SM 

Discontinued 

D/C 

Ethambutol  (Myambutol ) 

Emb 

Discharged 

Disch 

Rifampin 

Rif 

X-ray 

X 

Para-ami nosal icy! ic  Acid 

PAS 

Mantoux  Test 

PPD 

**************** 


ALL  TUBERCULIN  SKIN  TESTS  SHOULD  BE  MEASURED  AND  READING  RECORDED 


**************** 


FOR  FAMILY  RELATIONSHIPS  OF  CONTACTS 


Father 

Mother 

Wife 

Husband 

Daughter 

Son 

Brother 

Sister 

Aunt 


F 

Uncle 

M 

Cousin 

W 

Niece 

H 

Nephew 

D 

Grandfather 

S 

Grandmother 

B 

In-Law 

Sis 

Brother-in-Law 

A 

Stepfather 

u 
c 

N 

Nep 

GF 

GM 

L 

BL 

SF 


Rev.  9/75 
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SIGNAL  CODE 


TOP  OF  CARD,  over  Name: 

Hospitalized  for  tuberculosis  Small  Yellow 

In  an  Institution  for  other  reasons  (Mental,  Prison,  etc.) Large  Yellow 

At  home Small  Blue 

Suspect  Small  Orange 


ON  DIAGONAL,  below  Name: 

Case  on  drug(s)  at  home , Small  Pink 

Contact  on  drug(s)  at  home Small  Green 

Positive  reactor  on  isoniazid  Small  Purple 


RIGHT  SIDE,  under  Re-exam  Date: 

Case,  contact,  suspect  or  tuberculin  reactor  on  isoniazid  due 
for  examination  Large  Green 

Case,  contact,  suspect  or  tuberculin  reactor  on  isoniazid 
delinquent  for  examination Large  Red 


Rev.  9/75 
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SUGGESTED  CLERICAL  RESPONSIBILITIES  AND  DUTIES 
Provided  by  Administrative  Procedures  Consultants 

Learn  department  policies  in  order  to  give  proper  responses  regarding 
clinic  services  and  procedures. 

Complete  Tuberculosis  Epidemiological  Record  (Form  1030 )  to  part  7, 
"Other  Relevant  Information,"  on  current  and  new  patients.   Those 
having  appointments  may  be  pre-registered  when  feasible.   The  nurse 
then  reviews  and  completes  part  7. 

Assign  permanent  X-ray  number  from  department  log  of  numbers  to 
patients  never  previously  X-rayed  in  your  department  if  you  are 
responsible  for  this  duty.   Otherwise,  the  X-ray  technician  assigns 
new  permanent  numbers. 

Complete  and/or  update  Master  Cards. 

Direct  patient  to  X-ray  or  examining  room  as  patient  flow  and  arrangements 
permit. 

After  post-clinic  conference  match  patient's  Epi  Record  and  X-ray  film. 
Place  in  envelope  designed  for  mailing  films  and  mail  to  Specialty 
Hospital  or  Radiologist  for  interpretation.   (Specialty  Hospital 
clinician  may  take  films  back  to  hospital  at  end  of  clinic). 

Type  identifying  information  on  any  other  forms  used  in  the  department's 
TB  Control  Program  as  necessary,  except  Drug  Orders  and  Drug  Record, 
which  should  be  completed  by  the  nurse. 

Maintain  department  TB  Register  of  patients  as  per  Register  Card  instructions: 

Type  register  card  on  new  patients  as  necessary  and  file  in  the 
Tuberculosis  Register. 

Update  register  card  immediately  upon  receipt  of  any  information 
regarding  patient's  status. 

Adjust  signals  on  register  card  for  patient  recall  and  change 
of  status. 

Make  a  list  of  patients  who  did  not  keep  appointments  to  be  given 
to  charge  nurse  as  per  instructions  in  Maintenance  of  Register. 

Address  form  letters  to  patients  for  recall  if  further  X-rays  are  necessary. 

Address  periodic  form  letters  to  recall  patients. 

Obtain  number  of  films  taken  yearly  from  X-ray  technician  for  inclusion 
in  Annual  Report,  DHS  form  1894. 

Concerning  postage  costs,  it  is  the  health  department's  prerogative 

whether  to  notify  patients  of  normal  negative  examination  reports.   If 

the  policy  is  to  notify  patients  of  such  reports,  address  and  mail  form 
letter. 
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Note :  Patients  should  be  advised  during  the  clinic  visit  of  the 
prevailing  policies  regarding  notification  reports  of 
examination/test  findings  (whether  normal  or  abnormal)  to 
patients  and/or  their  referring  or  family  physicians. 


Order  forms  and  literature  as  needed.  Most  of  the  literature  is 
obtainable  from  the  Local  Lung  Association. 
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CLERICAL  INSTRUCTIONS  FOR  COMPLETION  OF  FORMS 


A.  Master  Card  (DHS  Form  1063 ) 

Receptionist/clerk  completes  card  with  all  necessary  identifying 
information  according  to  instructions  in  the  Records  Management 
Handbook,  Section  "Simplified  Record  System". 

B.  Tuberculosis  Epidemiological  Record  (DHS  Form  1030)  and  instructions 
for  use. 

Complete  information  on  form  to  "Relevant  information"  which  is 
reviewed  and  then  completed  by  nurse.  Refer  to  instructions  for 
DHS  Form  1030. 

C.  Tuberculosis  Register  Card  (DHS  Form  2245)  and  Guidelines  for  use. 

Initiated  and  completed  by  the  clerk  according  to  Register  Card 
instructions . 

D.  Nursing  Record  of  Close  Tuberculosis  Contacts  (DHS  Form  1662)  and 
Guidelines  for  use. 

Initiated  by  nurse. 

E.  Interagency  Tuberculosis  Nursing  Report  (DHS  Form  2039)  and  Guidelines 
for  use. 

Initiated  by  nurse. 

F.  Tuberculosis  Drug  Record  (DHS  Form  1391)  and  Guidelines  for  use. 
Initiated  by  nurse. 

G.  Communicable  Disease  Report  Card  (DHS  Form  2124)  See  Guidelines 
for  Reporting  TB,  etc. 

Route  to  charge  nurse  and/or  Health  Director  for  verification  and 
signature.   Enter  in  Communicable  Disease  Ledger  and  complete 
Register  Card.   Mail  to  Morbidity  Unit,  Division  of  Health  Services. 

H.   Family  Data  Sheet  (DHS  Form  1590) 

Initiated  by  nurse. 
I.   Service  Narrative  (DHS  Form  1288) 

Initiated  by  nurse. 

J.  Smear  &  Culture  Report  (DHS  Form  124-7) 

Initiated  by  nurse  when  given  to  patient.   Upon  return  from  State  Lab, 
results  are  reviewed  by  nurse  and  posted  by  clerk  to  Register  Card. 

K.   Individual  Tuberculosis  Report  (CDC  Form  5.2431)  See  DHS  Guidelines 
for  Reporting  TB. 
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M. 


Upon  request  of  nurses,  complete  form  with  available  information 
and  mail  to  patient's  physician  with  a  request  for  completion 
enclosing  a  self -addressed  stamped  envelope.  Route  to  charge 
nurse  and/or  Health  Director  for  verification,  then  update 
Register  Card. 

L.   Tuberculosis  Control  Annual  Report  (DHS  Form  1894) 

Complete  using  Guidelines  for  Completing  Tuberculosis  Control 
Annual  Report. 


Quarterly  Tuberculosis  Report  (DHS  Form  2262)  (Project  Counties  only) 

Completed  as  a  cooperative  effort  by  clerk  and  nurse  using  the  TB 
Register. 
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FORMS  AND  SUPPLIES  USED  IN  THE  TB  CONTROL  PROGRAM 

A.  Master  Card  (DHS  Form  1063 ) 

B.  Tuberculosis  Epidemiological  Record  (DHS  Form  1030) 

C.  Tuberculosis  Register  Card  (DHS  Form  2245) 

D.  Nursing  Record  of  Close.  Tuberculosis  Contacts  (DHS  Form  1662) 

E.  Interagency  Tuberculosis  Nursing  Report  (DHS  Form  2039) 

F.  Tuberculosis  Drug  Record  (DHS  Form  1391) 

G.  Communicable  Disease  Report  Card  (DHS  Form  2124) 
H.  Family  Data  Sheet  (DHS  Form  1590) 

I.  Service  Narrative  (DHS  Form  1288) 

J.  Smear  &  Culture  Report  (DHS  Form  1247) 

K.  Individual  Tuberculosis  Report  (CDC  Form  5.2431) 

L.  Tuberculosis  Control  Annual  Report  (DHS  Form  1894) 

M.  Quarterly  Tuberculosis  Control  Contractual  Services  Report  (DHS  Form  2262) 

N.  X-ray  Cards  for  small  films  (DHS  Form  1809  or  locally  supplied) 

0.  Signals  for  Register  Cards  (available  from  Tuberculosis  Control  Branch) 

P.  Report  of  case  found  to  be  due  to  infection  with  Atypical  Mycobacteria 
(DHS  Form  2341) 


/ 
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Tuberculosis  Control  Branch 
Division  of  Health  Services 
Department  of  Human  Resources 
P.  0.  Box  2091 
Raleigh,  North  Carolina  27602 

Gentlemen: 

Please  send  the  following  supplies  to  the 
Health  Department, 


.,  N.  C. 
19 


,  N.  C. 


QUANTITY 
DESIRED 


FORM 
NUMBER 

DHS  1030 

DHS  1391 

DHS  1662 

DHS  1809 

DHS  1894 

DHS  2039 

DHS  2245 

DHS  2262 

DHS  2341 

CDC  5.2431 


TITLE  OF  FORM 

Tuberculosis  Epidemiological  Record 

Tuberculosis  Drug  Record 

Nursing  Record  of  Close  Tuberculosis  Contacts 

70  mm  or  4  x  5  Film  Impression  Card 

Tuberculosis  Control  Annual  Report 

Interagency  Tuberculosis  Nursing  Report 

Tuberculosis  Register  Card 

Quarterly  Tuberculosis  Control  Contractual 
Services  Report 

Report  of  Case  Found  to  be  Due  to  Infection  with 
Atypical  Mycobacteria 

Individual  Tuberculosis  Report  Card 

Signals  for  Register  Card  (specify  color  and  size) 


Other 


DHS  Form  2407  (2/76) 
Tuberculosis  Control 
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JAMES    E      HOLSHOUSER.    JR 

GOVERNOR 

DAVID    T.    FLAHERTY 
Secretary 


STATE  OF  NORTH   CAROLINA 

DEPARTMENT   OF    HUMAN    RESOURCES 

Division  of  Health  Services 

P.  0.  Box  2091  Raleigh  27602 

May  30,   1975 


JACOB      KOOMEN.      M.D..      M.P.H 
Director 


MEMORANDUM 

TO:      All  Local  Health  Directors 

FROM:    Roy  V.  Berry,  M.D.,  Head,  Tuberculosis  Control  Branch/ 

SUBJECT:  Annual  Screening  of  School  Personnel  for  Tuberculosis 

Further  to  memo  dated  May  22,  1975,  we  have  now  received  a 
slightly  revised  copy  of  the  N.  C.  Public  Schools  "Health  Examination 
Certificate,"  which  is  attached  herewith  for  your  information. 

Wherever  possible,  health  departments  are  requested  to  continue 
to  extend  their  usual  cooperation  in  completing  or  helping  to  complete 
those  portions  of  the  certificate  that  they  can  e.g.  tuberculosis  screening, 
STS,  both  for  new  and  returning  employees. 

Since  new  school  employees  are  required  to  have  all  items  on  the 
certificate  completed,  it  is  to  be  expected  that  certification  in  these 
instances  will  be  accomplished  by  the  employees  family  doctor  or  private 
physician  with  the  health  department  providing  the  results  of  any  tests 
it  may  perform  in  connection  therewith  either  to  the  employee  or  his/her 
doctor. 

In  the  case  of  returning  employees,  certification  can  be  made  by 
health  departments  following  completion  and  interpretation  of  the  test  or 
tests  called  for  under  item  #10,  providing  the  physician  health  director  or 
medical  consultant  to  the  health  department  is  willing  to  have  affixed  to 
the  certificate  a  facsimile  of  his  signature  indicating  the  test  or  tests 
have  been  performed  and  interpreted  by  responsible  health  department  staff 
members  approved  by  him  and  in  accordance  with  methods  he  has  approved.  This 
procedure  will  adequately  meet  the  requirements  of  the  statute.  For  returning 
school  employees,  the  portion  of  the  statement  at  the  foot  of  the  form  after 
the  word  tuberculosis  may  be  deleted  before  certification. 

RVB/ljb 

Attachment 
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Revised  April,  1976 

North  Carolina  Public  Schools 

HEALTH  EXAMINATION  CERTIFICATE 

Employees   who  w*re   employed   duriai    th«  preceding   school    yemr   nrod  only   complete  Item.    1,  2.   and    It. 

NAME :  AGE RACE SEX 

ADDRESS : 


BLOOD  PRESSURE:  WEIGHT: HEIGHT: 

SMALLPOX:  Previous  attack: No Yes;  Last  previous  immunization  

5.  SKIN :  (Record  any  evidence  of  disease)  . 


,6.  VISION:  Without  glasses;  R:20/        ;L:20/        ;With  glasses;  R:20/       ;L:20/ 

,7.  HEARING:  Ordinary  conversation,  R:       /20  ft.,  L:     /20  ft.  Hearing  aid  used:  No Yes_ 

;8.  MOUTH,  NOSE,  THROAT:  (Record  any  evidence  of  disease  or  presence  of  speech  defect)  _ 

9.  HEART  AND  LUNGS:  (State  whether  individual  can  undergo  normal  activity)  


0.  TUBERCULOSIS* 

Tuberculin  skin  test:  (Record  date  and  findings) 
X-ray  of  chest:  (Record  date  and  findings) 


1.  ABDOMEN:   (Record  any  abnormality  found,  including  hernia) 


i2.  GENITO-URINARY:   (Record  any  abnormalities  found,  result  of  urinalysis,  and  if  necessary  microscopic 
examination  of  discharge)    


13.  SEROLOGICAL  TEST  FOR  SYPHILIS:   (Record  date  and  result). 

14.  NERVOUS  AND  MENTAL:   (Record  any  defects  found)  


15.  ADDITIONAL  FINDINGS: 
'16.  RECOMMENDATIONS:  


This  is  to  certify  that  an  examination  of  the  above-named  person  shows  the  results  indicated,  and  that 

is  (not)  free  of  tuberculosis  or  other  communicable  disease,  or  any   disease,  physical   or  mental,   which   will 
impair  the  ability  of  said  person  to  perform  his  or  her  duties. 

Date: Signature  of  Physician: M.  D. 

•Tuberculin    akin    loat   or    cheat    X-ray   is    required    annually.    Thoae    who    have  a  positive  reaction  to  the  akin  teat  muat  have  an  X-ray  at  once  and  are  required 
U>   have   an    X-ray   each    year   thereafter. 
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A.  GENERAL 

Acid-fast  A  property  of  mycobacteria  having  to  do  with  staining  of  smear  preparations. 
Mycobacteria  are  sometimes  called  acid-fast  bacilli. 

Active  Term  now  loosely  used  to  indicate  a  pathological  process  involving  destruction 
of  tissue  and  involving  tubercle  bacilli  is  going  on  in  the  body.  An  indication  for 
starting  full  course  of  treatment  with  anti-tuberculosis  drugs. 

Aerosol  Sputum  Induction  Involves  inhalation  of  heated  saline  aerosol  for  several 
minutes  and  then  collection  of  material  subsequently  coughed  up  from  the  lungs.  Should 
be  carried  out  preferably  in  a  cubicle  with  air  exhausted  to  the  outside  to  minimize 
spread  of  infection.  Material  then  examined  for  presence  of  organisms  or  abnormal  cells 
by  the  laboratory.  Probably  superior  to  gastric  lavage  for  recovery  of  tubercle  bacilli. 

AMA  Against  medical  advice.  Irregular  discharge  by  leaving  the  hospital  after  signing 
a  waiver. 

AWOL  Absent  without  leave.  Irregular  discharge  by  walking  out  of  a  hospital  without 
asking  permission. 

BCG  Bacillus  Calmette-Guerin.  Vaccine  against  tuberculosis  used  in  places  and  circum- 
stances with  a  high  risk  of  tuberculosis.  Of  limited  use  under  most  conditions 
prevailing  in  U.  S. 

Bronchiole  One  of  the  finer  subdivisions  of  the  branching  bronchial  tree. 

Bronchogram  An  X-ray  procedure  involving  introduction  of  opaque  dye  into  the  bronchial 
tree  to  outline  the  bronchi. 

Bronchoscopy  A  surgical  procedure  involving  introduction  of  a  rigid  or  flexible  tube 
down  the  windpipe  to  visualize  the  inside  of  the  larger  elements  of  the  bronchial  tree. 

Bronchus  (plural:  Bronchi)  One  of  the  subdivisions  of  the  windpipe  carrying  air  into 
the  lungs. 

Calcification  Late  process  in  healing  of  tuberculosis  in  which  hard  lime  (calcium)  salts 
are  deposited  in  the  damaged  tissues. 

Caseation  An  area  of  tissue  killed  by  an  infection  and  converted  into  cheesy 
material . 

Cavity  A  hole  in  the  lung  produced  by  the  sloughing  out  of  a  diseased  area. 

Chemotherapy  Treatment  by  drugs  which  exhibit  anti -bacterial  activity  in  the  body. 

Communicable  Capable  of  being  transmitted  from  one  person  to  another.  (See  "contagious,1 
"infectious.") 

Concentrate  Method  of  preparing  sputum  or  other  material  to  increase  possibility  of 
finding  tubercle  bacilli. 

Contact  Close  -  person  who  has  been  closely  associated  with  an  individual  having  active 
tuberculosis  (e.g.  family  member,  roommate).  Casual  -  infrequent  or  occasional  associ- 
ation with  an  individual  having  active  tuberculosis.  Usually  non-household  and  non-work 
related. 
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Contagious  Communicable  by  personal  contact.  (See  "communicable,"  "infectious.") 

Converter  Person  whose  tuberculin  reaction  has  changed  from  negative  to  positive, 
indicating  infection  with  tuberculosis. 

Conversion  Term  used  for  change  of  sputum  examination  reports  from  positive  to 
negative  for  tubercle  bacilli. 

Culture  Growth  of  microorganisms  (germs,  microbes,  fungi,  viruses)  in  the  laboratory 
A  more  sensitive  method  of  detecting  tubercle  bacilli  than  direct  smears  or  concentrates 
but  requires  up  to  8  weeks  for  a  negative  report.  Growth  of  typical  tubercle  bacilli 
usually  occurs  in  3  -  5  weeks. 

Drug  Resistance  Condition  in  which  microorganisms  are  no  longer  susceptible  (sensitive 
to  a  given  drug. 

Dyspnea  Difficult  or  labored  breathing. 

Emphysema  Swelling  produced  by  air  or  other  gases  in  any  tissue.  Pulmonary  emphysema 
a  disease  in  which  the  lungs  are  overinflated  with  breaking  down  of  the  smallest  air 
cells  called  alveoli . 

Empyema  Accumulation  of  pus  in  the  pleural  space  between  lungs  and  ribs  due  to  infecti 
Fibrosis  Formation  of  scar  tissue.  When  occurs  in  lungs,  called  pulmonary  fibrosis. 

Gastric  lavage  Method  of  obtaining  a  specimen  of  swallowed  sputum  from  the  stomach  by 
means  of  a  tube.  Specimen  so  obtained  called  gastric  washing  or  simply  "gastric." 

Heaf  test  Tuberculin  test  performed  by  an  apparatus  which  pushes  six  small  sharp  point 
into  the  outer  layer  of  the  skin  through  a  quantity  of  concentrated  tuberculin.  Used 
primarily  as  a  screening  test. 


Health  education  Process  of  disseminating  information  and  favorably  influencing  the 
attitudes  and  practices  of  people  in  regard  to  health. 

Hemoptysis  Spitting  up  blood. 


Inactive  A  term  now  loosely  used  to  indicate  no  active  tuberculous  process  needing 
treatment  with  anti-tuberculosis  drugs  is  going  on  in  the  body.  Usually  applies  to  a 
person  with  a  previous  history  of  disease  which  has  been  adequately  treated  and  cured. 


Incidence  Occurrence  of  active  cases  of  a  disease.  For  tuberculosis,  the  number  of 
verified  cases  reported  in  a  year.  (See  "morbidity.") 

Infectious  Communicable  by  infection. 

Infiltration  Diseased  area  in  the  lung  which  casts  a  shadow  on  the  X-ray  film. 


Irregular  Discharge  (I.D.)  Patient  leaving  a  hospital  without  approval.  Includes  wit 
leave  (AWOL) .against  medical  advice  (AMA),  and  disciplinary  discharges. 

Lesion  Localized  area  of  abnormality  in  the  body.  (See  "infiltration.") 

Lobe  Major  division  of  the  lung  separated  by  fissures  from  other  lobes. 

Lobectomy  Surgical  removal  (resection)  of  a  lobe  of  the  lung. 
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Mantoux  test  Injection  of  a  measured  amount  of  diluted  tuberculin  into  the  outer  layer 
of  the  skin  to  detect  the  presence  of  tuberculous  infection.  A  reliable  quantitative 
test. 

Meningitis  Infection  and  inflammation  of  the  coverings  of  the  brain  and  spinal  cord. 

Miliary  Acute  form  of  tuberculosis  in  which  small  miliary  or  millet-seed  sized 
tuberculous  lesions  occur  throughout  the  body. 

Mono-Vacc  test  A  multiple  puncture  tuberculin  test  using  a  wet  antigen.  Used  primarily 
as  a  screening  test. 

Morbidity  Ratio  of  sick  to  well  persons  in  a  community. 

Mortality  death  rate.  Ratio  of  number  of  deaths  from  a  disease  to  the  population, 
usually  expressed  for  tuberculosis  as  number  of  deaths  per  100,000  population. 

Negative  Referring  to  X-ray:  absence  of  evidence  of  any  disease  process.  Referring  to 
sputum  examination:  absence  of  tubercle  bacilli.  Referring  to  tuberculin  test:  diameter 
of  induration  of  reaction  less  than  5  mm  in  Mantoux  test,  other  criteria  for  other  tests. 

Non-pulmonary  Tuberculosis  of  parts  of  the  body  other  than  the  lungs. 

Old  Tuberculin  (0T)  As  originally  prepared  (by  Koch)  by  evaporating  down  the  broth  on 
which  tubercle  bacilli  have  grown. 

Patch  test  Tuberculin  test  administered  by  applying  adhesive  plaster  to  hold  tuberculin 
dried  on  filter  paper  against  the  skin.  No  longer  approved. 

Phrenic  nerve  crush  Cutting  or  crushing  the  phrenic  nerve  in  the  neck  so  as  to  elevate 
the  diaphragm.  A  procedure  formerly  used  in  treatment  of  tuberculosis. 

Pleural  effusion  Accumulation  of  fluid  in  the  pleural  space  between  the  lung  and  chest 
wall . 

Pneumonectomy  Surgical  removal  of  the  lung. 

Pneumoperitoneum  Injection  of  air  into  the  abdominal  cavity  to  raise  the  diaphragm  and 
thus  rest  the  lungs.  A  procedure  formerly  used  in  treatment  of  tuberculosis. 

Pneumothorax  (PNX  or  AP)  Injection  of  air  into  the  pleural  space  to  produce  partial 
collapse  of  the  lung.  A  procedure  formerly  used  in  treatment  of  tuberculosis. 

Positive  Referring  to  X-ray:  evidence  of  disease.  Referring  to  sputum  examination: 
tubercle  bacilli  present.  Referring  to  tuberculin  test:  induration  reaction  10  mm  or 
greater  in  diameter  with  Mantoux  test,  other  criteria  for  other  tests. 

Prevalence  Number  of  cases  of  a  disease  in  an  area  at  a  given  time. 

Pulmonary  Referring  to  the  lungs. 

Purified  Protein  Derivative  (PPD)  Standard  tuberculin  chemically  purified  for  deter- 
mination of  skin  sensitivity  due  to  tuberculosis  infection. 

Reactivation  Previously  inactive  tuberculosis  which  again  becomes  active. 

Rehabilitation  Restoration  of  the  patient  to  as  nearly  normal  living  as  possible  after 
treatment  of  his  disease. 
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Resection  Surgical  removal  of  part  of  the  lung,  e.g.  lobectomy,  segmentectomy. 

Scar  tissue  Evidence  of  healing  and  fibrosis. 

Secondary  infection  Invasion  of  a  diseased  area  of  the  body  by  germs  other  than  those 
causing  the  original  infection. 

Skin  test  Any  test  applied  to  or  into  the  skin,  such  as  the  tuberculin  test,  tests  fo 
fungus  infection,  allergy  tests. 


Sputum  Secretions  coughed  up  from  the  lungs  and  bronchi. 

Suspect  A  person  who  has  clinical,  bacteriological,  X-ray  and/or  other  definite 
evidence  to  indicate  to  the  doctor  he  has  a  disease  which  may  be  due  to  active  and 
possibly  infectious  tuberculosis. 

Thoracentesis  Tapping  the  pleural  space  with  a  hollow  needle  for  removal  of  fluid 
or  air. 

Thoracic  Relating  to  the  chest  and  its  contents. 


Thoracoplasty  Surgical  removal  of  sections  of  the  ribs  to  collapse  a  diseased  part  o 
the  lung.  A  procedure  formerly  used  in  treatment  of  tuberculosis. 

Tine  test  Tuberculin  test  performed  by  pressing  four  small  points  (tines),  on  which 
old  tuberculin  has  been  dried,  into  the  outer  layers  of  the  skin.  Used  primarily  as 
a  screening  test. 

Trachea  The  windpipe  connecting  the  throat  with  the  bronchi  and  lungs. 


Tuberculin  Substance  prepared  from  tubercle  bacilli  or  their  products  to  use  in 
determining  presence  of  tuberculous  infection  (see  OT,  PPD). 


Tuberculoma  A  well  circumscribed  rounded  tuberculous  lesion  which  looks  like  a  benig 
neoplasm  (growth ) . 


Unilateral  Pertaining  to  one  side  only.  Bilateral  -  pertaining  to  both  sides. 

Vocational  guidance  or  counseling  Discussion  with  patients  about  their  interests, 
previous  employment,  training  and  preparation  for  future  employment  consistent  with 
individual  prognosis  and  local  job  opportunities. 
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DRUGS  CURRENTLY  USED  IN  TREATMENT  OF  TUBERCULOSIS 

*  Isoniazid  INH 

*  Rifampin  RIF 

*  Ethambutol  EMB 

*  Streptomycin 

*  Para-Aminosalicylic  Acid 
Cycloserine  CS 
Viomycin  VM 
Pyrazinamide  P^A 


Ethionamide 


Kanamycin 


SM 
PAS 


ETH 


Capreomycin  ^P 


KM 


*  Most  frequently  used  drugs.  Called  "first  line  drugs." 
Remainder  often  called  secondary  drugs.  Isoniazid  is 
also  used  as  preventive  treatment. 
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TERMS  FORMERLY  USED  IN  CLASSIFYING  TUBERCULOSIS 
ACCORDING  TO  STAGE  AND  ACTIVITY  OF  DISEASE  (*) 


Minimal  Pulmonary  Disease  involving  small  area  of  lung.  May  be  infectious  before 
treatment. 

Moderately  Advanced  Pulmonary  More  extensive  involvement  of  lung  or  lungs,  perhaps 
with  small  area  of  cavitation.  Patient  usually  infectious  before  treatment. 

Far  Advanced  Pulmonary  Extensive  disease  involving  one  or  both  lungs,  usually  with 
cavitary  areas.  Patient  usually  infectious  before  treatment. 

Primary  Pulmonary  Small  often  undetected  lesion  in  lung  with  enlargement  of  hilar 
or  paratracheal  nodes.  Usually  not  infectious.  Often  heals  spontaneously  without 
treatment  by  calcification. 

Active  Formerly  used  to  denote  disease  status  where  X-ray  appearances  and  bacteriology 
had  not  been  stable  or  negative  for  at  least  six  months.  Not  necessarily  synonymous 
with  infectious. 

Active  Improved  Condition  improved  with  treatment  and  usually  bacteriologically 
negative  but  not  enough  time  elapsed  to  be  called  inactive. 

Inactive  Stable  X-ray  and  negative  bacteriology  for  at  least  six  months. 

Quiescent  Pulmonary  An  intermediate  stage  between  active  and  inactive.  Negative 
bacteriology. 

Arrested  A  term  used  to  denote  what  would  now  be  called  cure  providing  a  full  course 
of  uninterrupted  anti -tuberculosis  drug  therapy  has  been  taken  by  the  patient  with  good 
result  and  no  complications. 


*  Superseded  by  1974  revision  of  "Diagnostic  Standards  and  Classification  of 
Tuberculosis,"  American  Lung  Association. 
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Article   11 

Tuberculosis. 

Part  1.  Prevention  of  Spread  of  Tuberculosis. 

§  130-113.  Health  directors  to  cause  suspects  to  be  examined.  —  When 
any  local  health  director  has  reasonable  grounds  to  believe  that  any  person  has 
tuberculosis  in  an  active  stage  or  in  a  communicable  form,  and  such  person  will 
not  voluntarily  seek  a  medical  examination,  then  it  shall  be  the  duty  of  such 
health  director  to  order  such  person  to  undergo  an  examination  by  a  physician 
qualified  in  chest  diseases  or  at  a  State  or  county  sanatorium  for  tuberculosis 
or  at  a  clinic  or  hospital  approved  by  the  Department  of  Human  Resources  for 
such  examinations.  The  health  director  and  the  person  suspected  of  having 
tuberculosis  shall,  if  possible,  agree  upon  the  time  and  place  of  examination, 
but  if  no  satisfactory  time  and  place  can  be  arranged  by  agreement,  then  the 
health  director  shall  fix  a  reasonable  time  and  place  for  such  examination,  and 
it  shall  be  the  dutv  of  such  suspected  person  to  present  himself  for  examination 
at  such  time  and  place  as  is  fixed  by  the  health  director.  The  examination  shall 
include  an  X  ray  of  the  chest,  a  sufficient  number  of  laboratory  examinations 
of  sputum,  and  such  other  forms  and  types  of  examinations  as  shall  be 
approved  by  the  Department  of  Human  Resources.  If,  upon  such  examination, 
it  shall  be  determined  that  suf-h  person  has  tuberculosis  in  an  active  stage  or  in 
a  communicable  form,  then  it  shall  be  the  duty  of  such  tuberculous  person,  as 
soon  as  he  can  reasonably  do  so,  to  arrange  for  admission  of  himself  as  a 
patient  in  one  of  the  State  sanatoriums  for  tuberculosis,  or  in  a  county 
sanatorium  for  tuberculosis  or  in  a  private  hospital  or  in  the  ward  of  a  private 
hospital  maintained  and  operated  for  the  treatment  of  tuberculous  patients; 
provided,  that  when  there  is  no  danger  to  the  public  or  to  other  individuals  as 
determined  bv  the  health  director,  the  tuberculous  person  may  receive 
treatment  at  home.  (1943.  c.  357;  1945,  c.  583;  1951,  c.  448;  1957,  c.  1357,  s.  1; 
1973,  c.  476,  s.  128.) 

Editor's    Note.    —    The    1973    amendment  For  comment  on  this  section,  see  21  N.C.L. 

substituted  "Department  of  Human  Resources"      Rev.  353. 
for  "Slate  Board  of  Health." 

§  130-114.  Precautions  necessary  pending  admission  to  the  hospital.  —  (a) 

Whenever  it  has  been  determined  that  any  person  has  tuberculosis  in  an  active 
stage  or  in  a  communicable  form,  and  such  person  is  not  immediately  admitted 
as  a  patient  in  a  State  sanatorium  for  tuberculosis,  county  sanatorium  for 
tuberculosis  or  in  a  private  hospital  or  ward  of  a  private  hospital  maintained  for 
the  treatment  of  tuberculosis,  it  shall  be  the  duty  of  the  local  health  director 
to  instruct  such  person-  as  to  the  precautions  necessary  to  be  taken  to  protect 
the  members  of  such  person's  household  or  the  community  from  becoming 
infected  by  tuberculosis  communicated  by  such  person,  and  it  shall  be  the  duty 
of  such  tuberculous  person  to  conduct  himself  and  to  live  in  such  a  manner  as 
not  to  expose  members  of  his  family  or  household,  or  any  other  person  with 
whom  he  may  be  associated  to  danger  of  infection,  and  said  health  director  shall 
investigate  from  time  to  time  to  make  certain  that  his  instructions  are  being 
carried  out  in  a  reasonable  and  acceptable  manner.  It  shall  be  unlawful  for  any 
person  to: 

(1)  Willfully  fail  and  refuse  to  present  himself  to  any  private  physician 

qualified  in  chest  diseases,  hospital,  clinic,  county  sanatorium  or  State 
sanatorium  for  an  examination  for  tuberculosis  at  such  time  and  place 
as  is  fixed  by  the  health  director  or  at  such  time  and  place  agreed  upon 
between  such  suspected  person  and  the  health  director, 

(2)  Willfullv  fail  and  refuse  to  present  himself  for  admission  as  a  patient 

to  any  State  sanatorium,  county  sanatorium,  provided  such  facilities  are 
available,  or  private  hospital  or  ward  of  a  private  hospital  maintained 
and  operated  for  the  treatment  of  tuberculous  persons  when  such 
action  is  found  by  the  health  director  to  be  necessary  for  the  prevention 
of  spread  of  the  disease,  in  accordance  with  the  provisions  of  G.S.  130- 
113, 
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(3)  Willfully  fail  or  refuse  to  follow  the  instructions  of  the  health  director 
as  to  the  precautions  necessary  to  be  taken  to  protect  the  members  of 
his  or  her  household  or  any  member  of  the  community  or  any  other 
person  with  whom  he  or  she  may  be  associated  from  danger  of  infection 
by  tuberculosis  communicated  by  such  person. 

(b)  If  any  person  shall  plead  guilty  to,  or  be  convicted  of,  any  of  the  violations 
set  forth  in  subdivisions  (2)  and  (3)  of  subsection  (a),  such  person  shall  be 
imprisoned  for  a  period  of  up  to  two  years,  under  the  supervision  of  the 
Department  of  Correction,  in  the  special  facilities  to  be  operated  bv  the 
Department  of  Correction  adjacent  to  the  McCain  Hospital,  McCain,  North 
Carolina.  However,  the  court  may  suspend  the  sentence  if  the  violator  consents 
to  be  hospitalized  in  a  State  or  federal  sanatorium  or  a  general  hospital  and 
remains  there  until  discharged  by  the  medical  director  or  controlling  authority 
of  the  facility,  provided  that  the  violator  has  not  been  previously  discharged 
from  a  hospital  for  disciplinary  reasons  while  undergoing  treatment  for 
tuberculosis  or  has  not  previously  discharged  himself  from  such  a  facility 
against  medical  advice. 

The  Secretary  of  Correction,  or  his  authorized  agent,  may  discharge  a  person 
imprisoned  for  health  care  violation  under  this  section  at  any  time  if  he  finds 
that  the  discharge  is  without  danger  to  the  life  or  health  oi  others.  He  shall 
report  each  such  discharge,  together  with  a  full  statement  of  the  reasons 
therefor,  to  the  health  director  serving  the  territory  from  which  the  person  came. 
Additionally,  he  may  transfer  any  patient  imprisoned  under  this  section  from 
the  special  facilities  adjacent  to  the  McCain  Hospital  to  any  State  sanatorium 
or  Veterans  Administration  Tuberculosis  Hospital,  with  the  consent  of  the 
receiving  facility.  The  person  transferred  shall  at  all  times  remain  under  the 
custody  and  control  of  the  Department  of  Correction. 

(c)  The  provisions  of  this  section  apply  to  minors  as  well  as  adults.  However, 
persons  under  16  vears  of  age,  upon  conviction  of  a  violation  of  this  section,  shall 
not  be  imprisoned  in  the  special  facilities  adjacent  to  McCain  Hospital,  but  shall 
be  placed  in  a  State  or  federal  sanatorium  or  a  general  hospital  for  treatment 
(1943,  c.  357;  1951,  c.  448;  1955,  c.  89;  1957,  c.  1357,  s.  1;  1967,  c.  996,  s.  13;  1973, 
c.  1262,  s.  10;  1975,  c.  518,  ss.  2,  3.) 

Editor's    Note.    —    The    1973    amendment,  The  1975  amendment,  effective  July  1,  1975. 

effective  July  1,  1974,  substituted  "Department  designated  the  first  paragraph  as  subsection  (a), 

of  Correction"  for  "Commissioner  of  Paroles"  in  deleted  the  second,  third  and  fourth  paragraphs 

the  last  sentence  of  the  second  paragraph.  and  added  subsections  (b)  and  (c). 
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§  130-11.  Duties  of  the  administrative  staff  of  the  Department  of  Human 
Resources.  —  The  administrative  staff  of  the  Department  of  Human 
Resources  shall  have  and  exercise  such  administrative  duties  and  authority  as 
may  be  assigned  by  the  Department  of  Human  Resources,  including  the 
following: 

(1)  To   enforce   the   State   health   laws   and   the   rules   and   regulations 

established  under  and  pursuant  to  the  Public  Health  Law  of  North 
Carolina  by  the  Commission  for  Health  Services. 

(2)  To     investigate     the     causes     of     epidemics,     and     of     infectious, 

communicable,  and  other  diseases  affecting  the  public  health  so  as  to 
prevent,  insofar  as  possible,  such  diseases;  and  to  provide,  under  the 
rules  and  regulations  of  the  Commission,  for  the  detection,  reporting, 
prevention,  and  control  of  communicable,  infectious,  occupational,  or 
any  other  diseases  or  health  hazards  considered  dangerous  to  the 
public  health. 

(3)  To  develop  and  carry  o.ut,  with  the  approval  of  the  Department  of 

Human  Resources,  reasonable  health  programs,  not  inconsistent  with 
law,  that  may  be  necessary  for  the  protection  and  promotion  of  the 
public  health  and  the  control  of  disease. 

(4)  To  make  sanitary  and  health  investigations  and  inspections  authorized 

by  this  Chapter  or  by  regulations  prepared  pursuant  to  said  Chapter 
or  authorized  by  other  applicable  provisions  of  law  under  the  direction 
of  the  Department  of  Human  Resources,  including  the  making  of  such 
investigations  and  inspections  in  cooperation  with  local  health 
departments. 

(5)  To  conduct  studies  and  research  concerning  the  prevention  of  disease, 

the  promulgation  of  life  and  the  promotion  of  physical  health  and 
mental  efficiency  of  the  people  of  the  State;  including  occupational 
health  hazards  and  occupational  diseases  arising  in  and  out  of  the 
course  of  employment  in  industry;  and  to  make  recommendations  for 
the  elimination  or  the  reduction  of  such  occupational  health  hazards. 
The  industrial  hygiene  unit  of  the  Department  of  Human  Resources 
shall,  under  the  direction  and  supervision  of  the  Industrial 
Commission,  carry  out  all  of  the  provisions  of  the  Workmen's 
Compensation  Act  with  respect  to  occupational  disease  work,  and  the 
Department  of  Human  Resources  shall  file  with  the  Industrial 
Commission  sufficient  reports  to  enable  it  to  carry  out  the  provisions 
of  the  occupational  disease  law.  After  all  occupational  disease  work 
required  by_jhe  Industrial  Commission  has  been  completed,  _the 
Department  of  Human  Resources  may  use  the  services  of  the 
industrial  hygiene  unit  for  such  other  work  as  the  Department  may 
deem  advisable. 

(6)  To  receive  gifts  or  donations  of  money,  securities,  equipment,  supplies, 

realty,  or  any  other  property  of  any  kind  or  description  which  may  be 
used  by  the  Department  for  the  purpose  of  carrying  out  its  public 
health  programs.  Any  property  so  donated  for  such  purposes  is  to  be 
used  in  carrying  out  the  public  health  programs. 

(7)  To  acquire  by  purchase,  devise  or  otherwise,  such  equipment,  supplies 

and  other  property,  real  or  personal,  as  shall  be  necessary  to  carry  out 
the  public  health  programs. 

(8)  To  continue  the  use  of  the  official  seal,  the  impression  and  description 

of  which  are  on  file  in  the  office  of  the  Secretary  of  State.  Copies  of 
the  records  and  proceedings  and  copies  of  documents  and  papers  in  the 
possession  of  the  Department  may  be  authenticated  with  the  seal  of 
the  Department,  attested  by  the  signature  or  a  facsimile  of  the 
signature  of  the  Secretary  of  Human  Resources,  and  when  so 
authenticated  shall  be  received  in  evidence  to  the  same  extent  and 
effect  as  the  originals. 
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(9)  To    disseminate    to    the   general    public,    through    any    desirable   and 

feasible  means,  information  in  all  matters  pertaining  to  public  health; 
to  purchase,  print,  publish,  and  distribute  free,  or  at  cost,  documents, 
reports,  bulletins  and  health  informational  materials.  Money  collected 
from  the  distribution  of  documents,  reports,  bulletins  and  health 
information  materials  shall  remain  in  the  Department  to  be  used  to 
replace  said  materials. 

(10)  To  be  the  health  advisors  of  the  State,  and  to  advise  State  officials  in 
regard  to  the  location,  sanitary  construction,  and  health  management 
of  all  State  institutions,  and  to  direct  the  attention  of  the  State  to  such 
health  matters  as  in  their  judgment  affect  the  industries,  property, 
health,  and  lives  of  the  people  of  the  State.  The  staff  shall  make  or 
cause  to  be  made  an  inspection  at  least  once  in  each  year,  and  may  at 
such  other  times  as  it  may  be  requested  to  do  so  by  the  Department  of 
Human  Resources  or  other  State  agency  or  institution,  of  public 
institutions  and  facilities  including  those  subject  to  license  or 
inspection  by  such  Department  of  Human  Resources  or  other  State 
agency  or  institution.  The  staff  shall  make  a  report  as  to  the  health 
conditions  of  such  agencies  or  institutions,  with  suggestions  and 
recommendations,  to  their  respective  boards  of  directors  or  trustees 
and/or  the  licensing  or  inspecting  authority;  and  it  shall  be  the  duty  of 
the  persons  in  immediate  charge  of  said  institutions  or  facilities  to 
furnish  all  assistance  necessary  for  a  thorough  inspection. 

(11)  To  be  the  nutrition  advisors  to  the  institutions  owned  and  operated  by 
the  State,  or  any  county,  and  to  advise  said  institutions  in  regard  to 
the  nutritional  adequacy  of  diets  served  to  the  patients  or  inmates 
therein. 

(12)  To  make  a  biennial  report  to  the  General  Assembly  through  the 
Governor. 

(13)  To  perform  the  duties  set  forth  in  G.S.  130-9(e>  in  accordance  with 
rules  and  regulations  established  bv  the  Commission  for  Health 
Services.  (1957.  c.  1357,  s.  1;  1961,  c.  51,  s.  4;  c.  833,  s.  14;  1969,  c.  982; 
1973.  c.  476.  ss.  128,  138.) 

Editor's    Note.            Ihe    1973    amendment  Welkin'"    in    two    places    in    subdivision    (10), 

substituted  "Commission  for  Health  Services"  '  substituted  "Commission  for  Health  Services" 

for  "Slate  Board  of  Health "  in  subdivision  (  li  for  "State  Board  of  Health"  in  subdivision  (1?.) 

and  "Commission"  for  "Hoard"  in  subdivision  and     substituted     "Department     of     Human 

(2l,       substituted       "Secretary       of       Human  Resources"   for   "State   Board   of   Health"  ani: 

Resources"    for    "State     Health     Director"     in  "Department"  for  "Board"   and  "State  Board' 

subdivision    l?<>.    substituted    "Department    of  throughout  the  rest  of  the  section. 
Human  Resources"  for  "State  Board  of  Public 


NB   "The  form  of  these  rules  may  be  revised  by  the  Attorney  General  81 

pursuant  to  the  provisions  of  G.S.  150A-61." 

HUMAN  RESOURCES  -  HEALTH;  EPIDEMIOLOGY  7D  .0100 

SUBCHAPTER  7D  -  TUBERCULOSIS  CONTROL 

SECTION  .0100  '-  GENERAL  POLICIES 

.0101   PURPOSE 

The  tuberculosis  control  branch  provides  epidemiological  ser- 
vices mainly  of  a  consultative  nature  designed  to  improve  con- 
trol and  eradication  of  tuberculosis  in  the  state.   Requests 
for  such  assistance  are  receivable  by  Head,  Tuberculosis  Control 
Branch,  Division  of  Health  Services. 

History  Note:   Statutory  Authority  G.S.  130-11;  130-113; 

Eff.  February  1,  1976. 

.0102   FINANCIAL  GRANTS  IN  AID 

Financial  grants  are  available  tc  local  health  departments 
for  improving  epidemiological  services  to  unhospitalized  tuber- 
culosis patients,  contacts,  and  suspects.   Applications  for 
such  grants  are  receivable  by  Head,  Tuberculosis  Control  Branch, 
Division  of  Health  Services.   Award  of  a  grant  is  based: 

(1)  upon  the  occurrence  of  an  excess  number  of  tuberculosis 
cases  notified  from  a  given  health  jurisdiction  over  a 
period  of  three  to  five  years  prior  to  receipt  of  the 
application. 

(2)  according  to  the  extent  funds  may  be  available. 

History  Note:   Statutory  Authority  G.S.  130-11; 

Eff.  February  1,  1976. 

.0103   REPORTING  OF  TUBERCULOSIS  CASES 

Notification  of  cases  of  tuberculosis  by  local  health  direc- 
tors shall  be  in  accordance  with  10  NCAC  7A  .0100  and  7D  .0200. 

History  Note:   Statutory  Authority  G.S.  130-81;  130-83; 

Eff.  February  1,  1976. 

.0104   CHEST  X-RAY  SCREENING 

A  mobile  chest  x-ray  unit  is  operated  and  maintained  by  the 
tuberculosis  control  branch  for  screening  certain  population 
groups  where  it  may  be  determined  by  the  local  health  director 
tuberculosis  is  a  problem  among  persons  comprising  such  groups. 
Applications  for  this  service  are  receivable  by  Head,  Tubercu- 
losis Control  Branch,  Division  of  Health  Services,  from  local 
health  directors. 

History  Note:   Statutory  Authority  G.S.  130-11; 
NORTH  CAROLINA  ADMINISTRATIVE  CODE  7-35 
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NB   "The  form  of  these  rules  may  be  revised  by  the  Attorney  General 
pursuant  to  the  provisions  of  G.S.  150A-61. " 

HUMAN  RESOURCES  -  HEALTH;  EPIDEMIOLOGY  7D  .0100 

Eff.  February  1,  1976. 

.0105   EXAMINATION  RESULTS  - 

Results  of  radiological  and  bacteriological  examinations  car- 
ried out  by  the  division  of  health  services  for  purposes  of 
diagnosing  tuberculosis  are  furnished  to  local  health  directors 
so  that  it  may  be  determined  by  the  local  health  director  if  a 
threat  to  the  public  health  exists. 

History  Note:   Statutory  Authority  G.S.  130-11;  130-113; 

Eff.  February  1,  1976. 

.0106   SOURCE  OF  CONTROL  MEASURES 

The  control  measures  recommended  in  the  following  publications 
are  adopted  by  reference: 

(1)  The  American  Public  Health  Association  in  its  publication, 
"Control  of  Communicable  Diseases  in  Man;"  obtainable  from 
American  Public  Health  Association,  Washington,  D.C.,  price 
$4.00. 

(2)  The  American  Lung  Association  in  its  publication,  "Diagnos - 
tic  Standards  and  Classification  of  Tuberculosis  and 
Other  Mycobacterial  Diseases,"  obtainable  from  American 
Lung  Association,  New  York,  New  York,  price  $1.50. 

History  Note:   Statutory  Authority  G.S.  130-11; 

Eff.  February  1,  1976. 


NORTH  CAROLINA  ADMINISTRATIVE  CODE  7-36 


NS   "The  form  of  these  rules  may  be  revised  by  the  Attorney  General  b 

pursuant  to  the  provisions  of  G.S.  150A-61." 

HUMAN  RESOURCES  -  HEALTH;  EPIDEMIOLOGY  7D  .0200 

SECTION  .0200  -  REPORTING  OF  TUBERCULOSIS  CASES 

.0201   REPORTING  GENERALLY 

The  tuberculosis  control  branch  follows  and  enforces  the  rules 
and  regulations  regarding  reporting  of  communicable  diseases  as 
set  out  in  10  NCAC  7A  .0100. 

History  Note:   Statutory  Authority  G.S.  130-81;  130-83; 

Eff.  February  1,  1976. 

.0202   TUBERCULOSIS  CASES  TO  BE  REPORTED 

(a)  Any  person  with  or  without  previous  diagnosis  of  tubercu- 
losis shall  be  reported  if  reliably  positive  bacteriology  is 
found  or  treatment  with  two  or  more  antituberculosis  drugs  is 
started. 

(b)  Persons  who  had  tuberculosis  at  some  time  in  the  past  and 
who  have  the  disease  again  with  one  or  more  of  the  characteris- 
tics noted  in  10  NCAC  7D  .0202(a)  shall  be  reported. 

(c)  Reporting  physicians  should  file  an  amended  report  card 

if  a  change  in  classification  of  disease  at  time  of  diagnosis  and 
reporting  becomes  apparent,  or  to  notify  cancellation  of  a  report 
if  the  diagnosis  of  tuberculosis  is  revoked. 

History  Note:   Statutory  Authority  G.S.  130-81;  130-83; 

Eff.  February  1,  1976. 

.0203   VERIFICATION  OF  CASE  REPORTS 

All  reports  of  cases  made  to  local  health  directors  will  be 
regarded  as  verified  cases  upon  countersignature  of  the  report 
by  the  local  health  director  in  whose  area  the  case  resided  at 
the  time  of  diagnosis  and  upon  receipt  of  the  countersigned  re- 
port card  by  the  morbidity  unit,  epidemiology  section,  division 
of  health  services. 

History  Note:   Statutory  Authority  G.S.  130-81;  130-83; 

Eff.  February  1,  1976. 

.0204   TUBERCULOSIS  ANNUAL  REPORT  FORM 

(a)  The  local  health  director  shall  fill  out  annually  the 
tuberculosis  report  form  which  contains  information  on  tubercu- 
losis reporting,  clinics,  and  equipment  located  within  the  local 
health  director's  area. 

(b)  The  form  is  available  from  and  should  be  submitted  to 
the  Head,  Tuberculosis  Control  Branch,  Epidemiology  Section, 
Division  of  Health  Services. 

(c)  The  report  is  due  on  February  15  each  year. 
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History  Note:   Statutory  Authority  G.S.  130-81;  130-83; 

Eff.  February  1,  1976. 

.0  205   GUIDELINES  AVAILABLE 

There  is  available  from  the  Head,  Tuberculosis  Control  Branch, 
Epidemiology  Section,  Division  of  Health  Services,  a  set  of  guide 
lines  for  the  reporting  of  tuberculosis  in  North  Carolina. 

History  Note:   Statutory  Authority  G.S.  130-81;  130-83; 

Eff.  February  1,  1976. 
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SECTION  .0300  -  MOVEMENT  OF  TUBERCULOSIS  CASES, 

CONTACTS,  AND  SUSPECTS 

.0301   DEFINITION  OF  EPIDEMIOLOGIC  INFORMATION 

Epidemiologic  information  consists  of  medical,  x-ray,  labora- 
tory and  other  pertinent  information  regarding  the  health  status 
of  an  individual  where  tuberculosis  either  exists  or  is  suspected. 

History  Note:   Statutory  Authority  G.S.  130-11;  130-113; 

Eff.  February  1,  1976. 

.0302   MOVEMENT  WITHIN  STATE 

Epidemiologic  information  regarding  tuberculosis  cases,  con- 
tacts, and  suspects  who  move  their  place  of  residence  from  one 
health  jurisdiction  to  another  within  the  state  shall  be  for- 
warded within  seven  days  to  the  local  health  director  at  the 
new  location  if  further  services  are  deemed  necessary  to  pro- 
tect the  public  health. 

History  Note:   Statutory  Authority  G.S.  130-11;  130-113; 

Eff.  February  1,  1976. 

.0303   MOVEMENT  OUTSIDE  STATE 

Epidemiologic  information  regarding  tuberculosis  cases,  con- 
tacts, and  suspects  who  move  their  place  of  residence  from  a 
health  jurisdiction  in  North  Carolina  to  another  state  or  foreign 
country  shall  be  forwarded  through  Head,  Tuberculosis  Control 
Branch,  Epidemiology  Section,  Division  of  Health  Services,  with- 
in seven  days  for  onward  transmission  to  the  responsible  health 
officer  at  the  new  location  if  further  services  are  deemed 
necessary  to  protect  the  public  health. 

History  Note:   Statutory  Authority  G.S.  130-11;  130-113; 

Eff.  February  1,  1976. 

.0304   CONFIDENTIALITY 

Epidemiologic  information  referred  to  in  .0302  and  .0303  above 
is  confidential  and  for  health  department  use  only. 

History  Note:   Statutory  Authority  G.S.  130-11;  130-113; 

Eff.  February  1,  1976. 
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CHAPTER  7  -  HEALTH;  EPIDEMIOLOGY 


SUBCHAPTER  7A'-  ACUTE  COMMUNICABLE  DISEASE 

CONTROL 


SECTION  .0100  -  REPORTING  OF  COMMUN1 CABLE 

DISEASES 


.0101 

The 

the   pu 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

(10) 

(11) 

0-2) 

(13) 

(14) 

(15) 

(16) 

(17) 

(18) 

(19) 

(20) 

(21) 

(22) 

(23) 

(24) 

(25) 

(26) 

(27) 

(28) 

(29) 

(30) 

(31) 

(32) 

(33) 

(34) 

REPORTABLE  DISEASES 
following  named  diseases  are  declared  to  be  dangerous  to 
blic  health  and  are  hereby  made  reportable: 

amebiasis 

anthrax 

brucellosis 

chancroid 

cholera 

dengue 

diphther ia 

encephal it  is 

food  poisoning 

gonorrhea 

granuloma  inguinale 

hepatitis  A 

hepatitis  B 

leprosy 

leptospirosis 

lymphogranuloma  venereum 

malaria 

measles  (rubeola) 

meningitis,  aseptic 

meningitis,  bacterial 

meningococcemia 

mumps 

plague 

pol iomyelitis 

psittacosis 

Q  fever 

rabies  ,  human 

Rocky  Mountain  spotted  fever 

rubella  and  rubella  syndrome 

salmonellosis 

shigellosis 

smallpox 

syphilis 

tetanus 
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(35) 

trachoma 

(36) 

trich  inos  is 

(37) 

tuberculosis 

(38) 

tularemia 

(39) 

typhoid 

(40) 

typhus,  European 

(41) 

typhus ,  murine 

(42) 

whooping  cough 

(43) 

yellow  fever 

History  Note 


Statutory  Authority  G.S.  143B-142; 

130-81;  130-82; 

Eff.  February  1,  1976. 


.0102   METHOD  OF  REPORTIN 
When  a  report  of  a  dise 
7A  .0101,  such  report  sha 
rector  as  follows: 

(1)  The  report  shall  b 
reasonable  evidenc 
disease  exists . 

(2)  The  report  shall  b 
report  card  prepar 
vices,  shall  inclu 
patient  and  all  ot 
division  of  health 
in  case  the  patien 
name  and  address  o 

(3)  Communicable  disea 
Mailing  Unit,  N.C. 
Box  2091,  Raleigh, 


G 

ase  is  made  as  required  by  10  NCAC 

11  be  made  to  the  local  health  di- 

e  made  within  24  hours  after 
e  has  been  obtained  that  such 

e  made  on  the  communicable  disease 
ed  by  the  division  of  health  ser- 
de  the  name  and  address  of  the 
her  information  requested  by  the 

services  on  the  report  card,  and, 
t  is  a  minor,  shall  include  the 
f  the  minor's  parent  or  guardian, 
se  report  cards  are  available  from  the 

Division  of  Health  Services,  P.O. 

N.C.   27602. 


History  Note 


Statutory  Authority  G.S 

130-81;  130-82; 

Eff.  February  1,  1976. 


143B-142 


.0103   PHYSICIANS  TO  REPORT 

Whenever  any  physician  is  attending  professionally  any  person 
known  to  be  or  suspected  of  being  infected  with  any  of  the  dis- 
eases declared  reportable  by  10  NCAC  7A  .0101,  he  shall  report 
such  disease  to  the  local  health  director  in  accordance  with  the 
method  required  by  10  NCAC  7A  .0102.   In  case  more  than  one 
physician  is  in  attendance,  the  first  physician  to  receive  know- 
ledge of  the  nature  of  the  infection  shall  be  responsible  for 
reporting  such  disease. 

History  Note:   Statutory  Authority  G.S.  143B-142;  130-81; 

Eff.  February  1,  1976. 
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.0104   OTHER  PERSONS  TO  REPORT 

Whenever  a  physician  is  not  in  attendance  it  shall  be  the 
duty  of  the  following  designated  persons  to  report  to  the  local 
health  director,  in  accordance  with  the  method  required  by  10 
1'CAC  7A  .0102,  any  of  the  diseases  declared  reportable  by  10 
KCAC  7A  .0101  with  which  an)  person  under  their  supervision  is 
known  or  suspected  of  being  infected.:  , 

(1)  The  superintendent  or  teacher  of  any  private  or  public 
school  shall  report  any  such  disease  in  his  or  her  school 
district. 

(2)  Parents,  guardians,  tnd    heads  of  households  shall  report 
any  sue):  disease  in  their  households. 

(3)  Nurses  shall  report  any  such  disease  among  persons  under 
their  professional  care. 

(4)  Owners  or  managers  of  dairies  or  other  fcodhandlin.g  es- 
tablishments shall  report  any  such  disease  among  their 
cmpl oyees  . 

(5)  Superintendents  of  all  public  or  private  institution.?, 
hospitals,  or  jails  shall  report  any  such  disease  among 
their  inmates,  patients,  or  prisoners. 

History  Note:   Statutory  Authority  G.S.  143B-142;  150-82; 

Eff.  February  1,  197  0. 

.010!",   FORWARDING  REPORTS 

All  local  health  directors  shall  forward  as  follows,  within 
24    hours,  all  reports  of  communicable  diseases  received  by  them: 

(1)  The  local  health  director  shall  forward  to  the  division 
of  health  services  all  reports  of  any  such  diseases  re- 
ported to  him  for  persons  residing  in  his  jurisdiction, 
at  the  time  of  onset  of  the  illness. 

(2)  In  case  of  a  report  of  anv  such  disease  except  venereal 
diseases  in  a  person  located  ac  the  time  of  the  report 
within  the  jurisdiction  of  the  local  health  director 
first  receiving  the  report,  but  whose  place  of  residen.ee 
is  outside  his  jurisdiction,  the  original  report  shall  be 
forwarded  to  the  local  health  director  in  whose  jurisdic- 
tion patient  was  residing  at  the  time  of  onset  of  the 
illness  and  a  duplicate  report  card  marred  "copy"  shall 
be  forwarded  to  the  division  of  health  services. 

(3)  All  reports  of  chancroid,  gonorrhea,  granuloma  inguinale, 
lymphogranuloma  venereum,  and  syphilis  shall  be  forwarded 
directly  to  the  division  of  her  1th  services  regardless 

of  the  place  o^    residence  of  the  patient. 

(4)  A  case  report  of  any  reportable  disease  shall  be  forwarded 
directly  to  the  division  of  health  services  by  the  local 
health  director  who  first  received  the  report  for  any 
patient  residing  in  his  jurisdiction,  but  who  resided 

'NORTH  CAROLINA  ADMINISTRATIVE  CODE  7-3 


82c 


NB      "The   form  of  these   rules  may  be  revised  by  the  Attorney  General 
pursuant  to  the   provisions   of  G.S.    150A-61. " 


HITMAN   RESOURCES    -    HEALTH;    EPIDEMIOLOGY 


7A  .0100 


outside  of  North  Carolina  at  the  time  of  the  onset  of  the 
illness . 

(5)  Whenever  a  local  health  director  receives  a  report  from 
another  local  health  director,  he  shall  forward  such 
report  to  the  division  of  health  services. 

(6)  In  case  of  an  undue  prevalence  or  epidemic  of  any  dis- 
ease declared  by  10  NCAC  7A  .0101  to  be  reportable  or, 
in  addition,  of  any  other  disease  dangerous  to  the 
public  health,  special  reports  stating  the  circumstances 
of  such  undue  prevalence  or  epidemic  shall  be  made 
immediately  to  the  division  of  health  services. 

(7)  All  reports  of  carriers  of  the  infectious  organisms  of 
any  disease  declared  reportable  by  10  NCAC  7A  .0101  shall 
be  made  to  the  division  of  health  services  as  soon  as 
such  carrier  is  discovered,  and  a  further  report  shall 

be  made  whenever  the  address  of  such  carrier  is  changed. 

History  Note:   Statutory  Authority  G.S.  143B-142;  130-83; 

Eff.  February  1,  1976. 
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WVI  •  -  RVICES 

Communicable  Disease  Morbidity  Statistics 

North  Carolina  Division  of  Health  Services,  published  annually.    T"H  CAROLINA  27602 

Control  of  Communicable  Diseases  in  North  Carolina 
North  Carolina  Division  of  Health  Services,  1969. 

Diagnostic  Standards  and  Classification  of  Tuberculosis  and  Other 
Mycobacterial  Diseases,  American  Lung  Association,  1974. 

The  Tuberculin  Skin  Test 

Supplement  to  Diagnostic  Standards  and  Classification  of  Tuberculosis. 

American  Lung  Association,  1974« 

Guidelines  for  Prevention  of  TB  Transmission  in  Hospitals 

DJIEW,  PHS,  TB  Branch,  CDC,  Atlanta,  Georgia  30333,  September,  1974- 

Immunization  in  Tuberculosis 

DHEW,  Pub.  No.  (NIH)  72^-68,  Supt.  of  Documents,  U.S.  Gov't  Printing  Office, 

Washington,  D.  C.   20420,  1972. 

"Publications  Catalogue,"  1974-75 

National  League  for  Nursing,  10  Columbus  Circle,  New  York,  N.  Y.   10017. 

Patient  Care  in  Tuberculosis,  Second  Edition 

Pub.  No.  45-1414,  National  League  for  Nursing,  10  Columbus  Circle, 

New  York,  N.  Y.   10017,  1973- 

Catalogue  -  "A  Selection  of  Publications  and  Audio-Visual  Aids  on  Lung 
Diseases  and  Related  Subjects,  Including  Cigarette  Smoking  and  Air  Pollution," 
American  Lung  Association,  1976. 

Tne  County  Records  Manual 

State  Department  of  Archives  and  History,  1970. 

The  TB  Clinic 

National  Tuberculosis  Association,  1967.   (Now  American  Lung  Association) 

Tuberculosis 

Lowell,  Anthony  M. ,  Edwards,  Lydia  B.,  Palmer,  Arnold  E. ,  Harvard  University 

Press,  Cambridge,  Mass.,  1969. 

Tuberculosis  Control  Information 

North  Carolina  State  Board  of  Health,  November,  1967. 

Tuberculosis  Control  Information  (supplement  to  above) 
North  Carolina  State  Board  of  Health,  November,  1972. 

Understanding  Tuberculosis  Today,  Third  Edition 

Stead,  William  W. ,  Marquette  University  Press,  Milwaukee,  Wis.,  1971. 

Films 


"The  Art  of  Detection" 
"The  Elusive  Enemy" 
"More  Than  Anger" 


"The  Special  Universe  of  Walter  Krolick" 
(Above  can  be  loaned  to  health  departments 

from  the  Division  of  Health  Services  Film 

Library) . 
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